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Appendix D: Participant-Centered Planping and Service Deliverv
B-1: Service Plan Development (1 of 8)

State Participant-Centered Service Plan Title:
Individual Service Plan

a. Responsibility for Service Plan Development. Per 42 CFR §441.301{b)(2), specify who Is responsible for the
development of the service plan and the qualifications of these individuals (select each that applies):
© Registered purse, licensed to practice in the State

" Licemsed practical or vocational nurse, acting withic the scope of practice under State law
" Licensed physician (M.D. or D.O)
i Case Manager (quaiifications specified in Appendix C-1/C-3)
" Case Manager (qualifications not specified in Appendix C-1/C-3).
Specify qualifications.

© Social Worker

Specihy gualifications:

Specify the individuals and their gualifications:

Appendix I Participant-Centered Planning and Service Delivery

I¥-1: Service Plan Development (2 of §)

b. Service Plan Development Safeguards. Select one:

‘#' Entities and/or individuals that have responsibility for service plan development may not provide
other direct walver services to the participant.

.- Entities and/or individuals that kave respomsibility for service plan development may provide other
direct waiver services to the participant.
The Siate has established the {ollowing safeguards to ensure that service plan development is conducted in the
best interests of the participant. Specify:

Appendiz D: Participant-Centered Planning and Service Delivery

E2-1: Service Plap Development (3 of §)

¢, Supporting the Participant in Service Plan Development. Specify: {a) the supports and information that are made
available to the participant (and/or family or legal representative, as appropriate) to direct and be actively engaged in
the service plan development process and (b) the participant's authority to determine who is included in the process.

Information. related to waiver services and general waiver descriptions are initially made available following

approval of a waiver application. Service plans are then developed with the member and an interdisciplinary team,
regardless of delivery system. Teams often consist of the member and, if appropriate, their representative; case
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manager, itiegrated health care coordinator, or community-based case manager; service providers; and other
supporting persons selected by the member. During service plan development, the member and/or their
representative is strongly encouraged to engage in an informed choice of services, and is offered a choice of
matitutional or HCBS, Planning is timely, occurs when convenient for the mernber, and is intended to reflect the
member’s culural considerations.

The IME Member Services Unit remains availabie at all times, during nonmal business hours, to answer guestions

and offer support to all Medicaid members. Further, the Member Services Unit distributes a quarterty newsletter
effort o continually educate waiver members abhout services and supports that are available but may not have been
identified during the service plan development process.

IME Medical Services uses the interRAJT - Home Care (HC)assessment too! fo determine level of care for the Elderly
Waiver. The intetRAI Home Care Assessment System {HC) has been designed 1o be a user-friendly, reliable,
person-centered assessment system that informs and guides comprehensive care and service planning in community -
based settings around the world. It focuses on the person’s functioning and quality of iife by assessing needs,
strengths, and preferences, and facilitates referrals when appropriate. When used over time, it provides the basis for
an ouicome-based agsessment of the person’s response te care or services.

This assessment tool is completed prior to the initial ehigibility determination and vearly thereafter for fee-for-service
(FFS) and MCO members.

The fee-for-service person-centered planning processes must:

- Inciude people chosen by the member;

- Include the use of team of professiopals and non-professionals with adequate knowledge, training and expertise
surrounding community living and person-centered service delivery:

- Allow the member 1o choose which team meamber shall serve as the lead and the member’s main point of contact;
- Promote self-determination principles and actively engages the member;

- Provide necessary information and support to ensurs that the member directs the process to the maximum extent
possible, and 1s enabled to make informed choices and decisions;

- Be timely and occur at times and locations of convenience to the member;

- Reflect cultural considerations of the member and provide information in plain language and in a manner that is
accessible to individuals with disabilities and persons who are limited English proficient, consistent with 42 CFR
435.905(b);

- Include strategies for solving conflict or disagreement within the process, including clear conflict-of-interest
guidelines for ali planning participants,

- Offer informed choices to the member regarding the services and supports they receive and from whom;

- Include a method for the member to request updates to the plan as needed; and

- Record the alternative home and community-based setiings that were considered by the member.

MCQs are contractually required to provide supports and information that encourage members to direct. and be
actively engaged in, the service plan development process, and to ensure that members have the authority to
determine who is inciuded in the process. Specificalty, MCO person-centered planning processes must:

- Include people chosen by the member;

- Inciude the use of team of professionals and non-professionals with adequate knowledge, waining and expertise
surrounding community living and person-centered service delivery;

- Allow the member to choose which team member shali serve as the lead and the member’s main point of contact;
- Promote self-determination principles and actively engages the member;

- Provide necessary information and support to ensure that the member directs the process to the maximum exient
possible, and ts enabled to make informed choices and decisions;

- Be timely and occur at times and locations of convenience to the member;

- Reflect cultural considerations of the individual and provide information in plain language and m a manner that is
accessible to individuals with disabilities and persons who are limited English proficient, consistent with 42 CFR
435.905(b};

- Inciude strategies for solving conflict or disagreement within the process, including clear conflict-of-interest
guidelines for all planning participants;

- Offer informed choices to the member regarding the services and supporis they receive and from whom;

- Include a method for the member to request updates to the plan as needed; and

- Record the alternative home and community-based settings that were considered by the member,

Appendix D Participant-Centered Planning and Service Delivery
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B-1: Service Plan Development (4 6f 8)

d. Service Plan Development Process, In four pages or less. describe the process that is used te develop the participant-
centered service plan, including: {a) who develops the plan, who participates in the process, and the timmg of the
plan; {b) the types of assessments that are conducted to support the service plan development process, including
securing information abour participant needs, preferences and goals, and health status; (¢} how the participant is
informed of the services that are available under the waiver; {d} how the plan development process ensures that the
service plan addresses participant goals, needs (including health care needs). and preferences: (g) bow waiver and
other services are coordinated; (f) how the plan development process provides for the assignment of respounsibilities to
implement and monitor the plan; and, (g) how and when the plan is updated, nclading when the participant's needs
change. State laws, regulations, and policies cited that affect the service plan development process are availabie to
CMS upon reqaest through the Medicaid agency or the operating agency (if applicable):

For fee-for-service member's service plans are developed by the member; case manager or health home coordinator;
and an inferdisciplinary team. Planning meetings are scheduied at times and locations convenient for the member,
The service plan must be completed prior to services being delivered and annually thereafter, or whenever there is a
significant change in the member’s situation or condition. The case manager or health home coordinator receives
the assessment and level of care determination from medical services. A summary of the assessment becomes part
of the service plan. The case manager or health home coordinator uses information gathered from the assessment and
then works with the member to identify individual and family strengtis. needs, capacities, preferefices and desired
outcomes and health states and risk factors, This s used to idenify the scope of services needed.

Note: For both FFS and managed care enrollees, the types of assessments used are identified in Appendix B-6-e.

The case manager or heaith home coordinator informs the member of all available non-Medicaid and Medicaid
services including waiver services. There are waiver informational brochures available to share with members and
their parents/guardians. Brochures are available at each of the DHS county offices. Information is aiso available on
the IME and MCO wsbsites. The brochures include information on eligibility, service descriptions, and the
application process. Once a member begins the enrollment process and has a case manager, health home
coordinator, or community-based case manager assigned, a more detailed review of services and providers that are
available 1n the area occurs as part of the planning process for developing a member’s plan of care.

The case manager or health home coordinator will also discuss with the member the self-direction option and give
the member the option of self-directing services available. The member and the interdisciplinary team choose
services and supports that meet the member’s needs and preferences, which become part of the service plan. Service
plans must:

- Reflect that the setting m which the member resides is chosen by the member;

- Reflect the member’s strengtis and preferences;

- Reflect the clinical and support needs as identified through the needs assessment;

- Include individually identified goals and desired outcomes which are observable and measurable;

- Include the interventions and supports needed to meet member’s goals and incremental action steps as appropriate;
- Reflect the services and supports, both paid and unpaid, that will assist the member to achieve identified goais, the
frequency of services and the providers of those services and supports, including natural supports;

- Include the names of providers responsible for carrving out the mterventions or supports including who is
responsible for implementing each goal on the plan and the timeframes for each service:

- Include the identified activities to encourage the member to make choices, to experience a sense of achievernent,
and to modify or continue participation in the service plan;

- Include & description of any restrictions on the member’s rights, inclading the need for the restriction and a plan to
restore the rights (Tor this purpose, rights include mainienance of personal funds and self-administration of
medications);

- Reflect risk factors and measures in place to minimize them, including individualized back-up plans and strategies
when needed;

- Include a plan for emergencies;

- Be understandable to the member receiving services and supports, and the individuals important in: supporting him
or her;

- Identify the individual and/or entity responsible for monitoring the plan;

- Be finalized and agreed to, with the informed consent of the member in writing, and signed by all individuals and
providers responsible for its implementation;

- Be distributed to the member and other people involved in the plan;
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- Indicate if the member has elected to self-direct services and, as applicable, which services the member elects to
self-direct; and
- Prevent the provision of unnecessary or inappropriate services and supports.

"he case manager or health home coordinator will be responsible for coordination, monitoring and overseeing the
impiementation of the service plan including Medicaid and non-Medicaid services. If @ member chooses to self-
direct, the member with the help of a case manager or health home coordinator dentifies who will be providing
Independent Support Broker Services,

For MCO members, service plans are developed through a person-centered planning process led by the member,
with MCG participation, and representatives included iv a participatory role as needed and/or defined by the
member. Planning meetings are scheduled at times and locations convenient for the individual. A team is
astablished to identify services based on the member’s needs and desires, as wel! as availability and appropriateness
of services. The team is also responsible for identifying an emergency backup support and crisis response system to
address problems or issues arising when support services are interrupted or delaved. or when the member’s needs
change. Service plans are completed prior to services being delivered, and are reevaluated af least annually,
whenever there is a significant change n the member’s situation or condition, or at a member’s request.

In accordance with 42 CFR 441.301 and 441 Towa Administrative Code Chapters 90.5(1)b and §3, MCOs must
ensure the service plan refiects the services and supports that are important for the member to meet the needs
identified through the needs assessment, as well as what 1s important to the member with regard 1o preferences for
the delivery of such services and supports. The service plan must reflect the member’s needs and preferences and
how those needs will be met by a combination of covered services and available community supports. The service
planning process must address the full array of medical and non-medical services and supports provided by the MCO
and available in the commurity to ensure the maximum degree of integration and the best possible health outcomes
and member satisfaction. Services plans must:

- Reflect that the setting in which the member resides is chosen by the member;

- Reflect the member’s strengths and preferences;

- Reflect the clinical and support needs as identified through the needs assessment;

- Inchude individually identified goals and desired ouicomes which are observable and measurable;

- Inctode the interventions and supports needed to meet member goals and incremental action steps as appropriate;
- Reflect the services and supports, both paid and unpaid, that will assist the individual to achieve identified goals,
the frequency of services and the providers of those services and supports, incliding natural supports;

- Include the names of providers responsible for carrying outthe inierventions or supports including who 1s
responsible for implementing each goal on the plan and the timeframes for each service;

- Include the identified activities to encourage the member to make choices, to experience a sense of achievement,
and to modify or continue participation in the service plan;

- Include a description of amy restrictions on the member’s rights, including the need for the restriction and a plan to
restore the rights (for this purpose, rights nclude maintenance of personal funds and seli-administration of
medications);

- Reflect risk factors and measures it place to minimize them, including individualized back-up plans and strategies
when needed;

- Include a plan for emergencies;

- Be understandable to the member receiving services and supports, and the individuals important in supporting him
or her;

- Identify the individual and/or entity responsible for monitoring the plan;

- Be finalized and agreed to, with the informed consent of the member in writing, and signed by all individuals and
providers responsibie for its implementation;

- Be distribuied to the member and other people involved m the plan;

- Indicate if the member has elected to self-direct services and, as applicable, which services the participant elects to
self-direct: and

- Prevent the provision of unnecessary or inappropriate services and supports.

MCO members have appeal rights, including access to a State Fair Hearing after exhausting the MCO appeal
process, Members can condinue services while an appeal decision is pending, when the conditions of 47 CFR
438,420 are met. MCOQOs are coniractually required to implement a comprehensive strategy to ensure a seamless
transition of services during program implementation. Further, MCOs are required to develop and maintain, sutyect
to DHS approval, a strategy and timeline within which all waiver members will receive an in-persop visit from
appropriate MCQO staff and an updated needs assessment and service plan. Services may not be reduced, modified or
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terminaied in the absence of an up-to-date assessment of needs that supports the reduction, modification or
termination. Changes to these must receive DHS prior approval.

Appendix D Participant-Centered Planning and Service Delivery

D-1: Service Plan Development (5 of 8)

e. Risk Assessment and Mitigation. Specify how potential risks to the participant are assessed during the service plan
development process and how strategies to mitigate risk are incorporated into the service plan, subject to participant
needs and preferences. In addition, deseribe how the service plan development process addresses backup plans and
the arrangements that are used for backup.

During the evaluation/reevaluation of leve] of care. risks are assessed for FI'S members by a case manager or
mtegrated health home care coordinator, and for MCO members by their respective CBCM, using the assessment
tools designated in B-6e. The assessment becomes part of the service plan and any risks are addressed as part of the
service plan development process. The comprehensive service plan must identify an emergency backup support and
crisis response system to address problems or issues arising when suppaort services are mierrupted or delayed or the
member’s needs change, In addition, providers of applicable services shall provide for emergency backup staff. All
service plans must include a plan for emergencies and identification of the supports available to the participant in an
ermnergency.

Emergencies are those sitations for which no approved individual program plan exists and which, if not addressed.
may result in injury or harm to the member or other persons or significant amounts of property damage. The service
plan must identify an emergency backup support and crisis response system to address problems or issues arising
when support services are interrupted or delayed or the member’s needs change. In addinon providers of applicable
services shall provide for emergency backup staff.

Emergency plans are developed on the following basis:

- Providers must provide for emergency, back-up staff in applicable services.

- Interdisciplinary teams must identify in the service plan, as appropriate for the individual member health and safety
issues based on information gathered prior to the team meeting, including a risk assessment. This information is
incorporaied into the service plan.

« The team 1dentifies an emergency backup support and crisis response syslem to address problems or issues arising
when support services are interrupted or delayed, or the member’s needs change.

Personal Emergency Response and Portable Locator Services are available under the waiver and it is encouraged
that this service be used as part of emergency backup plan when a scheduled support worker does not appear. Other
providers may be listed on the service plan as source of back up as well. All members choosing the self-direction
option will sign an individual risk agreement that permits the member to acknowledge and accept certain
responsibilities for addressing risks.

The IME has developed a computer program named the Individualized Services Informatior System (ISIS) to
support HCBS programs. For fee-for-service members, this system assists the Medicaid Agency and the case
manager and health home coordinator with tracking information, and monitoring and approving the service plap.
Through ISIS case manager, or health home coordinator, authorizes service and service paymenis on behalf of the
member. There are certain points in ISIS process that require contacting the destgnated DHS central office
personnel. The case manager and health home coordinaior are responsible for the development the service plan and
the service plan is authorized through ISIS, which is the Medicaid Agency. {Refer to appendix A and H for ISIS
SYSIEIM Processes.)

MCOs have processes to ensure the necessary risk assessments and mitigation plans are completed and made
available to all parties.

Appendix D: Participapt-Centered Planning and Service Delivery

D-~1: Service Plan Development (6 of 8)

f. Informed Choice of Providers. Describe how participants are assisied in obtaining information about and selecting
from among qualified providers of the waiver services mn the service plan.
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While information about gualified and accessible providers is available to members through the IME website, MCO
website. and/or MCO member services call center, the case manager, health home coordinator, community-based
case manager first identifies providers fo the member and their inierdisciplinary team during the person-centered
service planning process. Members are encouraged to meet with the available providers before making a

selection. Members are not restricted to choosing providers within their community. Information about qualified
and accessible providers is also available to members through their case manager. health home coordinator,
cominunity-based case manager, IME website, and/or MCO website. [f an MCO is unabie to provide services fo a
particular member using contract providers, the MCO is required {o adequately and timely cover these services for
that member using non-contract providers, for as long as the MCO’s provider network is unable to provide them.

The MCQs are responsibie for authorizing services for out-of-network care when they do not have an in-network
provider available within the confractually required time, distance and appointment avaitability standards. The
MCO is responsible for assisting the member in locating an out-of-network provider, anthorizing the service and
assisting the member in accessing the service The MCO will alse assist with assuring coniinuity of care when an in-
network provider becomes available. To ensure robust provider networks for members to choose from, MCOs are
not permitted to close provider networks until adequacy 1s fully demonstrated to, and approved by, the State, Further,
members will be permitted to change MCOs to the extent their provider does not ultimately contract with their
MCO. Finally, MCOs are requirad to submit to the Stafe on a regular basis provider network reports inciuding, but
not limited te network geo-access reports, 24- hour availability audit reports, provider-credentialing reports,
subcontractor compliance summary reports, and provider helpline performance reports.

Appendix I Participant-Centered Planning and Service Delivery

[

=

D3-1: Service Plan Development (7 of 8)

Process for Making Service Plan Subject to the Approval of the Medicaid Agency. Describe the process by which
the service plan is made subject to the approval of the Medicaid agency in accordance with 42 CFR §441 301 (b)}(D(I):

DHS has developed a computer program named the Individualized Services Information System (ISIS) to support
HCBS programs. This system assists DHS with tracking information, monitoring, and approving service plans for
fee-for-service members. (Refer io appendix A and H for ISIS system processes.) On a monthly basis, the IME
MSU conducts service plan reviews. The selection size for the waiver has a 5% confidence level. This info is
reported to CMS as part of lTowa’s performance measures. The Sfate retains oversight of the MCO service plan
process through a variety of monitoring and oversight strategies as described in Appendix [ — Quality Tmprovement:
Service Plan section. ISIS will only be utilized for fee-for-service members. Quality data for managed care
members will be provided by the MCQOs.

Appendix D: Participant-Centered Planning and Service Delivery

B-1: Service Plan Development (8 of §)

k. Service Plan Review and Update. The service plan is subject to af least annual periodic review and update to assess

i. Maintenance of Service Plan Forms. Written copies or electronic facsimiles of service plans are maintained for a

the appropriateness and adequacy of the services as participant needs change. Specify the minimum schedule for the
review and update of the service plan:

... Every three months or more frequently when necessary
* Every six monihs or more freguentiy when necessary
‘% Every twelve months or more frequently when necessary

" Other schedule
Specify the other schedule:

mirimum period of 3 vears as required by 45 CFR §92.42. Service plans are maintained by the following (check each
that applies):
~° Medicaid agency

https://wms-mmdl.cms.gov/WMS/faces/protected/3 5/print/PrintSelector.jsp 4/12/2018



Appendix D: Waiver Draft [A.006.06.00 - Aug (1, 2018 Page 7 of 18

7" Operating agency
" Cage manager
w?. Other

Specify:

Medicaid enrolled case managers or imtegrated health home coordinators maintain fee-for-service member
service plans. MCC community-based case managers maintain MCO member service plans.

Appendixz D: Participant-Centered Planning and Service Delivery

[-2: Service Plan Implementation and Monitoring

a. Service Plar Implementation and Moritoring. Specify: (a) the entity (entities) responsible for monitoring the
implementation: of the service plan and participant health and welfare; (b) the monitoring and follow-up method(s)
that are used; and, (¢} the frequency with which monitoring 1s performed.

FFS Members

DHS 15 responsible for monitoring the implementation of the service plan and the health and welfare of fee-for-
service members, including:

- Monitoring service utilization.

- Making at least one contact per month with the member, the member’s legal represantative. the member’s family,
service providers, or another person, as necessary to develop or monttor the treatment plan.

- Making a face-to-face contact with the member at least once every three months.

- Barticipating in the development and approval of the service plan in coordination with the imterdisciplinary team at
least annualiy or as needs change, If services have not been meeting member’s needs the plan is changed to meet
those needs. The effectivensss of the emergency backup plan is also addressed as the service plan is developed.

The member s encouraged during the time of the service plan deveiopment te call the case manager or integrated
health home care coordinator if there are any problems with either Medicaid or non-Medicald services. The case
manager or integrated health home care coordinator will then follow up to solve any problems. Monitoring service
ufflization includes verifving that:

- The member used the walver service at least once a calendar quarter.

- The services were provided in accordance with the plan.

- The member 1s receiving the level of service needed.

The 1SIS system 1s aiso used to assist with tracking information, monitoring services, and assuring services were
provided to fee-for-service members. If the member is not receiving services according to the plan or not receiving
the services needed. the member and other interdisciplinary team members and providers are contacted immediately.

HCBS specialists monitor the health and welfare, service plan implementation, and case manager or integrated
health home care coordinator involvement during the home and community quality assurance review process.
Members are asked about their choice of provider, whether or not the services are meeting their needs, whether staff
and care coordinators are respecting their choice and dignity, if they are satisfied with their services and providers,
or whether they feel safe where they receive services and live.

HCBS specialists also review the effectiveness of emergency back-up and crisis plans. These components are
monttored through guality oversight reviews of providers, member satisfaction surveys, complaint investigation, and
critical incident report follow-up, All providers are reviewed at least once over a five-vear cycle and members are
surveyed at a 95% confidence level. Information about monitoring results are compiled by the HCBS Quality
Assurance and Technical Assistance Unif on a guarterly basis. This information is used to make recommendations
for improvements and training.

The IME MSU aiso conducts quality assurance reviews of member service plans at a 95% confidence ievel. These
reviews focus on the plan development, implementation, monitoring, and documentation that is completed by the
case manager. All service plans reviewed are assessed for member participation. whether the member needs are
accuratety identified and addressed, the effectiveness of risk assessments and crisis plans, member access to watver
and non-waiver services, as well as coordination across providers to best serve the member’s needs. Information
about monitering results are compiled by the IME MSU on a guarterly basis. This information is used to make
recommendations for improvements and fraining.
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MCO Members

MCOs are responsibie for monitoring the implementation of the service plan, including aceess to waiver and non-
waiver services, the quality of service delivery, and the health, safety and welfare of members and choice of
providers. Afier the initiation of services identified in a member’s service plan, MCOs monitor the provision of
services, to confirm services have been initiated and are being provided on an ongoing basis as authorized in the
service plan. At minimum, the community based case manager must contact members within five business days of
scheduled initiation of services to confirm that services are being provided and that member’s needs are being

mat. At a minimum, the community-based case manager shali contact 1915(c) HCBS warver members at least
monthly either in person or by telephone with an interval of at least fourteen (14} calendar days between comacts.
Members shall be visited in their residence face-to-face by their care coordinator at least quarterly with an interval of
at least sixty (60) davs between visits.

MCOs also identify and address service gaps and ensure that back-up plans are being implemented and are
fanctioning effectively  [f problems are identified, MCOs complete a self-assessment to determine what additional
supports, if any, couid be made available to assist the member. MCOs must develop methods for prompt foliow-up
and remediation of identified problems; policies and procedures regarding required timeframes for foliow-up and
remediation must be submitted to DHS for review and approval. Finally. any changes to a member’s risk are
identified through an update to the member’s risk agreement. MCOs must report on monitoring results to the State.

In the event of non-compliance with service plan timelines, the MCO must: (i) immediately remediate all individual
findings identified through its monitoring process; (if) wack and trend such findings and remediation to identify
svstemic issues of marginal perforrrance and/or non-compliance; (iii) implement strategies to impreve community-
based case management processes and resolve areas of non-compliance or member dissatisfaction; and (iv) measure
the success of such strategies in addressing identified issues.

If the MCO fails to develop a plan of care for HCBS waiver enrollees within the timeframe mutually agreed upon
hetween the MCQ and the Agency in the course of Coniract negotiations the MCO will be assessed a noncompliance
fee of $315 per occurrence.

k. Monitoring Safeguards. Seleci one:

‘® Entities and/or individuals that have responsibility to monitor service plan implementation and
participant health and welfare may not provide other direct waiver services to the participant.

Entiites and/or individuals that have responsibility to moniter service plan implementation and
participant health and welfare may provide other direct waiver services to the participant.
The State has established the following safeguards to ensure that monitoring is conducted in the best interests of
the participant. Specify:

Appendix ¥ Participant-Centered Planning and Service Delivery

Cuality Improvement: Service Plan

As a distinct component of the State s quality improvemen! strategy, provide information in the following fields 1o derajl the
Staie’s methods for discovery and remediation.

a. Methods for Discovery: Service Plan Assurance/Sub-assurances

The state demonstrates it has designed and implemented an effective system for reviewing the adequacy of service
plans for waiver participants.

I, Sub-Assurances:

a. Sub-assurance: Service plans address all participants’ assessed needs (including health and safety
risk factors) and personal goals, either by the provision of waiver services or through other means.

Performance Measures
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For each performance measure the State will use (o assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State
1o analvze and assess progress foward the performance measure. In this section provide information
on the method b which each source of data is analvzed siatistically/deductively or inductively, how
themes are identified or conclusions drawn.and how recommendations are formulaied, where
appropridte.

Performance Measure:

SP-a: The IME skall measure the number and percent of service plans that
accurately refiect the member's assessed needs, The assessed needs must include,
at 2 minimum, personal goals, health risis, and safety risks. Numerator = # of
service plans that address all member assessed needs including health and safety
risks, and personal goals. Denominater = # of reviewed service plans.

Drata Source (Select one):

Record reviews, off-site

I 'Other' is selected, specify:

person-centered plaps and the results of the department approved assessment

Responsible Party for | Frequency of dats Sampling Approach
data collection/generation {check each that applies):
coliection/generation {check each that applies):
{check each that applies):
T State Medicaid 7 Weekldy T 100% Review
Agency
" Operating Agency | o+ Monthly o Less than 100%
Review
" Sub-Staie Entity T Quarterly s Representative
Sample
Confidence
Interval =
3%
o Other {7 Annually T Stratified
Specify: Describe
Contracted Entity Group: |
mcluding MCO
77 Continuously and ™ Other
Ongoing Specify: ..
Other
Specify

Prata Aggrecation and Analysis:
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Responsibie Party for data Freguency of datz aggregation and
aggregation and analysis (check each | analysis(check each that applies}.
that applies):

«/ State Medicaid Agemcy | - Weekly

7" Operating Agency " Monthly

7 Sub-State Entity + Quarteriy

“ 7 Other 7 Annually

" Cortineously and Ongoing

" Orther
Specify:

b. Sub-assurance: The State monitors service plan development in accordance with its policies and

procedures.
Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, inciude wumerator/denominator,

For each performance measure, provide information on the aoeresated daia that will enable the Siate
to gnafvze and assess progress loward the performance measure. In this section provide information
on the method by which each source of daia is analveed statisticallv/deductively or inductively, how
themes are identified or conclusions drawn,_and how recommendations are formulated where
approprigle.

. Sub-assurance: Service plans are upduted/revised af least annually or when warranted by changes
in the waiver participant’s needs.

Performance Measures

For each performance measure the Siate will use to assess compliance with the starutory assurance {or
sub-assurance), complete the following. Where possible, include numerator/denominator,

For each performance measure, provide information on the ageregated data thar will enable the State
to analvze and assess progress toward the performance measure. In this section provide information
on the method by which each source of daiq is analyzed siatistically/deduciively or inductively, how
themes are ideniified or conclusions drawn. and how recommendations are Jormulaied where
appropriaie.

Performance Measure:

§P-c2: The IME will measure the pumber and percent of service plans which are
updated on or before the member's annual dae date. Nomerator = # of service
piaps updated prier to due date; Denominator = # of service plans reviewed.

Pata Source (Select one):
Record reviews, off-site
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I£'Gther 1s selected, specify:
person-ceniered plans and the results of the departimment approved assessment

Responsible Party for
data
collection/generation

(check each that applies):

Frequency of data
collection/generation
(check each that applies).

Sampling Approach
(check each that applies):

« State Medicaid T Weekly 7 100% Review
Agency
;" Operating Agency | . Monthly «* Less thap 106%
Review
7" Sub-State Entity T Quarterly “# Representative
Santple
Confidence
Interval =
5%
w? Other - Annpually " Stratified
Specify: Deescribe
Medicaid contracted Group:
entity ncluding
MCO
. Continugusty and " Other
Ongoing speeify:
© Other
Specify:

Data Aggregaiion and Analysis:

Responsible Party for data
aggregation and amalysis (check each

Freguency of data aggregation and
analysis(check each that applies):

that applies):
»# State Medicaid Agency T Weekly
''''' " Operating Agency . Monthly

"~ Sub-State Entity

| Quarterly

’ Orther

-7 Annually

" Countinuousky and Ongoing

© Other

Specify:
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Performance Measure:

SP-ct: The IME will measure the pumber and percent of service plans which
were revised when warranted by a change in the member’s needs. Numerator = #
of service plans updated or revised when warranted by cbhanges ic the member’s
needs. Denominator = # of reviewed service plans.

Pata Source {Select one);

Record reviews, off-site

EH 'Other' 15 selected, specify:

person-centered pians and the resulis of the depariment approved assessment

Responsible Party for | Freguency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):

{check each that applies).

" State Medicaid T Weekly T 100% Review
Agency

" Operating Agency | o/ Monthly v Less than 100%

Review
T Sub-State Entity " Quarterly ¢ Representative
Sample
Confidence
Interval =
_ 5%

i« Other T Annpually 7 Stratified
Specify: Describe
Contracted Entity
meluding MCO

. Continuously and . Other
Ongoing Specify:
[ Other

Specify:

Drata Ageregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each |analysis(check each thar applies):
that applies):

o State Medicaid Ageney T Weekly

" Operating Agency " Monthiy

. Sub-State Entity W Quarterly

__. Other . Annually
Specify:
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Responsible Party for data Frequency of data aggregation and
ageregation and amalysis (check each | analysisicheck each that applies):
that applies}.

— Continuously and Ongoing

- Other
Specify:

d. Sub-assuragnce: Services are delivered in accordance with the service plan, including the type, scope,
amount, duration and frequency specified in the service pian.

Performance Measures

For each performance measure the Stale will use to assess compliance with the siatutory assurance {or
sub-assurance), complete the following. Where possible, include numerator/dencminator.

For each performance measure. provide information on the aeorevaled data that will enable the Staje
io analvze and assess progress toward the performance megsure. In this section provide information
o the method by which each source of data is analvzed siatisticallv/deductively or inductivelyv, how
themes are identified or conclusions drawn. and how recommendations are formulated where
appropriate.

Performance Measure:

SP-dl: The IME will measure the # and percent of members' service plans that
identify all the following elements: * amount, duration, and funding sources of all
services * all services authorized in the service plan were provided as verified by
sepporting documertation. Numerator: # members receiving services authorized
in their service pian; Denominator =# of service plans reviewed.

Data Source (Select one):

Record reviews, on-site

If'Other' is selected, specify:

Service plans are requested from the case managers, with service provision
documentation reguested from providers

Responsible Party for | Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
{(check each that applies):
¢ State Medicaid " Weekly T % Review
Agency
7" Operating Agency |/ Monthly & Less than 100%
Review
i Sub-State Entity | " Quarterly ~ Representative
Sample
Confidence
Interval =
3%
of Other " Annually T Stratified
Specify:
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Contracted Eniity Describe
mncleding MCO ' Group:
. Coptipuously ard T Other
Ongoing Specify:
: Other
Specify:

Data Agoregation and Analysis:

Responsibie Party for data Freguency of data aggregation and
aggregation and apalysis (check each | apalysis(check each that applies):
that applies):

i State Medicaid Agency " Weekiy

" Operating Agency " Monthly

V Sub-State E]]tlty :\f Quarter}};

. Other " Annually

Specify:

"t Continuously and Ongoing

T Other
Specify:

e. Sub-assurance: Participants are afforded choice: Between/among waiver services and providers.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, inciude numerator/denominator.

For each performance measure, provide information on the aceregaled data that will enable the State
1o analvze and assess progress toward the performance measure. In this section provide information
on the method by which each sowrce of data is analvzed statisticallv/deductively or inductively_how
themes are identified or conclusions drawn, and how recommendations are formulated where
approprigte.

Performance Measare:

SP-el: The IME will measure the number and percentage of members from the
HCRBS IPES who responded that they had a choice of services. Numerator = # of
IPES respondents who stated that they were a part of planning their services;
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Denominator = # of IPES respondents that answered the question asking if they
were a part of planning their services.

Data Seurce (Select one):

Analyzed collected data (ineluding surveys, focus group, interviews, etc)

If'Other' is selected, specify:

FES FICBS UNIT QA survey data and MCO IPES databases

Responsibie Party for | Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
. State Medicaid T Weekly | 77 100% Review
Agency
™ Operating Agency | v Monthly ~ Less than 100%
Review
" Sub-State Entity T Guarterly »*. Representative
Sample .
Confidence
Interval =
5%
W Other " Annually -~ Stratified
Specity: Describe
Contracted Entity Growp:
meluding MCO
¢ Continuously and " Other
Ongoing Specify: .
T Other

Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each
that applies):

Freguency of data aggregation and
analysis(check each that applies):

« State Medicaid Agency

T Weekly

77 Operating Agency

" Monthly

© Sub-State Enticy

~ Quarterly

" Other
Specify:

. Annually

7. Contimuously and Ongoing
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Responsibie Party for data
aggregation and analysis (chech each
that applies):

Frequency of data aggregation and
analysis{check each thar applies):

7 Other
Specify:

Performance Measure:

SP-e2: The IME will measure the number and percentage of service plans from
the HCRS QA survey review that indicaied the member had a choice of providers.
Numerater: The total number of service plans reviewed which demonstrate
choice of FEICBS service providers; Denomirator: The total number of service
plans reviewed.

Data Seurce {Select one):

Record reviews, off-site

I 'Other' is selected, specify:

FFES QA review of service plan stored in OnBase. MICOs review service plans
avaitabie through their systems.

Responsible Party for | Frequency of data Sampling Approach
data collection/generation (check each that applies).
collection/generation {check each that applies):

{check each that applies):

W State Medicaid " Weekly T 100% Review
Agency

" Operating Agency | ./ Monthly « Less than 100%

Review
. Sub-State Entify . Quarterly « Representative
Sampie
Confidence
Interval =
_ 3%

7 Other " Annualiy L Stratified
Specify: Describe
Confracted entity Group:
inchuding MCO

Contihuously and | 7 Other
Ongoing Specify:
° Other
Specify: ..

Drata Aggregation and Analysis:
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[—

Respousibie Party for data Frequency of data aggregation and
aggregation and analysis (check eqch | analysis(check each that applies):
that applies):

& State Medicaid Agency T Weekly

~ Operating Agency . Monthly

" Sub-State Entity « Cruarterly

" Other " Annually

- Continuousiy and Ongoing

Other
Specify:

ii. 1f applicable, In the textbox below provide any necessary additionat information on the strategies emploved by
the State to discover/identify problems/issues within the waiver program, mcluding frequency and parties
responsible.

The Medical Services unit utilizes criteria to grade each reviewed service plan component. I it 1s determined
that the service plan does not meet the standards for componeni(s), the case manager is notified of deficiency
and expectations for remediation. Development of a mechanism to collect service worker remediation
request response is in development.

The HCBS unit has identified questions and answers that demand additional attention. These questions are
considered urgent in nature and are flagged for foliow-up. Based on the responses to these flagged questions,
the HCBS interviewer performs education to the member at the time of the interview and requests additional
information and remediation from the case manager.

General methods for problem correction at a systemic level inctude informational letters, provider frainings,
coliaboration with stakeholders and changes in policy.

b. Methods for Remediation/Fixing Individual Problems

i. Describe the State’s method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide
information on the methods used by the State to document these iiems.
The Medical Services unit utilized criteria to grade each reviewed service plan component. If it is
deiermined that the service plan does not meet the standards for component(s), the case manager is notified
of deficiency and expectations for remediation. Development of a mechanism te collect case manager
remediation request response is in development.

The HCBS unit has identified questions and answers that demand additional attention. These questions are
considered urgent in nature and are flagged for follow-up. Based on the responses to these flagged questions,
the HCBS inierviewer perfonms education to the member at the time of the interview and requests additional
information and remediation from the case manager.

General methods for problem correction af a systemic level include mformational letters, provider trainings,
collaboration with stakeholders and changes in policy.

ii. Remediation Data Aggregation
Remediation-refaied Data Ageregation and Analysis (including trend ideptification)

Freguercy of data aggregation and analysis

Responsible Party(check each that applies): (check each that applies)-

+* State Medicaid Agency . Weeldy
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Freguency of data agoregation and analysis

Responsible Party(check each thai applies): (check each that applies)-

. Operating Agency " Monthiy

‘:: Sub-State Eﬂﬁtv A;;: Quarterly

o Other "t 7 Anpually
Specify:

Countracted Entity including MCOs

7 Continwously and Ongoing

7 Other
Specify:

¢. Timelines
When the State does not have all elements of the Quality Improvement Sirategy in place, provide timehines o design
methods for discovery and remediation related to the assurance of Service Plans that are currently non-operational.
# No
.- Yes
Please provide a detailed strategy for assuring Service Plans, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

o
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Appendix E: Participant Direction of Services

Applicability (f-om Application Section 3, Components of the Waiver Request).

‘%' Yes, This waiver provides participant direction opportunities. Complete the remainder of the Appendix.
" No. This waiver dees not provide participant direction opportunities. Do not complete the remainder of the
Appendix.

CMS wrges states to gfford all waiver participants the opportunity to direct their services. Pariicipani direction of services
includes the participant exercising decision-making authority over workers who provide services, a participani-managed
budgei or both. CMS will confer the Independence Plus designation when the waiver evidences a strong commitment to
participant direction.

Indicaie whether Independence Plus designation is requested (select one):

_ Yes. The State requests that this waiver be considered for Independence Plus designation.
‘® No. Independence Plus designation is not requested.

Appendix E: Participant Direction of Services
BE-1: Overview (1 of 13)

a. Description of Participant Direction. In no more than two pages, provide an overview of the opportunities for
participant direciion in the waiver, including: (a) the namre of the opportunines afforded to participants: (b} how
participants may take advantage of these opportanities; (¢) the entities that support individuals who direct their
services and the supports that they provide, and, (d) other relevant informatior about the waiver's approach to
participant direciion.

Towa offers two self-direction services for members regardiess of defivery (FFS members or MCO members)—the
Consumer Choices Option (CCO) and Consumer Directed Attendant Care (CDAC) service.

Consumer Choices Option (CCO)

The CCQ offers both employer and budget authority to the member self-directing services. At the time of service
plan development and/or at the member’s request, the member has the option: to convert the following services into
an individualized self-direction budget based on services that are authorized in their service plan: (1) unskilled
CDAC; (2} assistive devices, (3) HVM, (4) chore; (5) basic respite; (6) home delivered meals; {7) homemaker; (8)
transportation and (9} senior companion.

CCO gives members control over a targeted amount of walver dollars. Under CCO a member may convert specific
waiver services that have been authorized in the member’s service plan to create an individual monthly budget.
Members that choose to nse CCO will use the individual monthly budget to meet their assessed needs by directly
hiring employees or purchasing other goods and services. A member may use the following three types of self-
direction services to meet their assessed needs: (1) self-directed personal care services; (2) self-directed community
supports and employment: and (3) mdividual-directed goods and services.

If any of these options are elected, an Independent Support Broker (ISB) and Financial Management Service (FMS),
by State administrative rule, must be involved. Two budgets will be developed as a result of the service plan
development: traditional services budget (includes traditional services for which the member does not have budget or
employer authority) and the individual budget (includes services and supports for which the member does have
budget and employer authority).

Self-directed personal care services are services and/or goods that provide a range of assistance in the member’s
home or community, as wel} as activities of daily living and incidental activities of daily living that help the member
remain in their home and in their community. Self-directed Community Supports and Employment are services that
support the member in developing and maintaining life and comipunity integration. Individual-directed goods and
services are services, equipment or supplies not otherwise provided through the Medicaid State Plan that address an
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identified need in the service plan. The item or services would decrease the need for other Medicaid services, and/or
promote inclusion in the community, and/or increase the member’s safety in the community or home.

Members have authority over the individual authorized budget to perform the following tasks: (1) contract with
entities to provide services and support; (2) determine the amount to be paid for services with the exception of the
independent support broker and the financial management service whersas reimbursement rates are subject to the
limits it 441 Iowa Admmiswative Code Chapter 79.1 (2); (3) schedule the provision for services; {4) authorize
payment for waiver goods and services identified in the individual budget; and (5) reallocate funds among services
included in the budget. Individual monthly budget development inciudes the costs of the FMS, ISB, and any sarvices
and supports chosen by the member as optional service components.

All members choosing CCO will work with an ISB whe will help them plan for their individual budget and services.
The 1SB works at the direction of the member and assists the member with their budget. For example, the ISB may
help develop 2 monthly budget, recruit and interview poiential employees, or assist with required paperwork. The
ISB is required to atiend an ISB iraining prior working with members. The ISB cannot be the guardian, power of
attorney, or a provider of service to the member, to avoid potential conflicts of mterest. Per 441 Jowa Administrative
Code 78.34{13)°k,” the ISB “shall perform the following services as directed by the member or the member’s
representative:

(1) Assist the member with developing the member’s initial and subsequent indjvidual budgets and with making any
changes to the individual budget.

(2) Have monthiv contact with the member for the first four months of implementation of the initial mdividual
budget and have guarterly contact thereafter.

(3) Complete the required employment packet with the financial management service.

{4) Assist with interviewing pofential employees and entities providing services and supports if requested by the
mermber.

{3) Assist the member with determining whether a potential employee meets the qualifications necessary to perform
the job.

{6) Assist the member with obtaining a signed consent from a potential employee to conduct background checls if
requested by the member.

{7} Asstst the member with negotiating with entities providing setvices and supports if requested by the member,

{8) Asstst the member with coniracts and payment methods for services and supports if requested by the member,
{9) Assist the member with developing an emergency backup plan. The emergency backup plan shall address any
health and safety concermns.

{10) Review expenditure reports from the financial management service te ensure that services and supports in the
individual budget are being provided.

(11) Document i writing on the independent support broker iimecard every contact the broker has with the member.
Comtact documentation shall include information on the extent to which the member’s individual budget has
addressed the member’s needs and the satisfaction of the member.”

Members will also work with an FMS provider that will receive Medicaid funds on behalf of the member. The FMS
is a Medicaid provider, and raceives an electronic funds transfer (EFT) on a monthly basis for the member’s monthly
budget amount. The FMS is responsible for paying all employer taxes as required. Emplovees of the member ars
required to submit timecards for payment within thirty days of providing the service. The member’s monthly budpet
includes a monthly per member, per month fee for the FMS provider, with the remainder designatad for the purchase
of goods and services for the member. Per 441 Towa Administrative Code 78.34(13)”,” the FMS “shall perform all
of the foliowing services;

(1) Receive Medicaid funds in an electronic transfer.

(2) Process and pay invoices for approved goods and services included in the individual budgst.

(3) Enter the individual budget into the Web-based tracking system chosen by the department and enter expenditures
as they are paid.

{4) Provide real-time individual budget account balances for the member, the mdependent support broker, and the
department. available at a minimum during normal business hours (¢ am. to § p.m., Monday through Friday).

(5) Conduet criminal background checks on potential employees pursuant to 441—Chapter 119,

(&) Verify for the member an emplovee’s citizenship or alien status.

{7y Assist the member with fiscal and payroll-related responsibilities including, but not limited to:

1. Verifying that hourly wages comply with federal and state labor rules.

2. Collecting and processing timecards.

3. Withholding, filing, and paying federal, state and local income taxes, Medicare and Social Security (FICA) taxes,
and federal (FUTA) and state (SUTA) unemployment and disability insurance taxes, as applicable,
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4. Computing and processing other withhoidings, as applicable.

5. Processing all judgments. garnishments, tax levies, or other withholding on an employee’s pay as may be required
by federal, state, or local laws.

6. Preparing and issuing employee payroH checks.

7. Preparing and disbursing IRS Forms W-2 and W-3 annually.

8. Processing federal advance earned income tax credit for eligible emplovees.

9. Refonding over-collected FICA, when appropriate.

10. Refunding over-coliected FUTA, when appropriate.

(8) Assist the member in completing required federal, state, and local tax and insurance forms.

(9) Establish and manage documents and files for the member and the member’s employees.

{10} Monitor timecards, receipts, and invoices to ensure that they are consistent with the individual budeet. Keep
records of all timecards and invoices for each member for a total of five vears.

(11) Provide to the departiment, the independent support broker, and the member monthly and quarterly status reports
that include a summary of expenditures paid and amount of budget unused.

(12) Establish an accessible customer service system and & method of communication for the member and the
independent support broker that includes alternative communication formats.

(13) Establish a customer services complaint reporting system.

(14) Develop a policy and procedures manual that 1s current with state and federal regulations and update as
necessary.

(15} Develop a business continuity plan in the case of emergencies and natural disastars.

(16} Provide fo the department an annual independent audit of the financial management service.

(17} Assist in implementing the state’s quality management strategy related to the financial management service.”

A utilization adjustment factor (UAF) 1s used to adjust the CCO budget to reflect staiewide average cost and usage
of waiver services. Annually, the Department determines the average cost for each waiver service. The average
service cost is used to determine the “cap amount” of the CCO budget. The cap amount is used o ensure the member
stays within the program doltar cap limits within each waiver. The department also determines the percentage of
services that are used, compared to what 1s authorized within & waiver service plan. This percentage is applied to the
cap amount to determine the CCO “budget amount™. The budget amount is the total funds available to the member in
the monthly CCO budget. This UAF includes all HCBS waiver members in the calculation, not just members
participating in CCO.

The member may choose to set aside a certain amount of the budget each menth to save towards purchasing
additional goods or services they cannot buy from the normal monthly budget. A savings plan must be developed by
the member, and approved by DHS prior to implementation. The good or service being saved for must be an
assessed need identified in the member’s service

plan.

Consumer Directed Attendant Care {CDAC)

The CDAC service began in lowa in 1996 and was the first atternpt by the State to offer self-directed services.
CDAC is a self-directed service that offers the member employer authority only. There are two CDAC
services—skilled and unskilled. See Appendix C for service description and provider qualifications. All CDAC
providers are enrclied Medicaid providers, and may be an individual employee or an agency. There are no FMS or
ISB services 1o support the CDAC service, and the enrolled CDAC provider performs all billing through the
Medicaid MMIS systems. The member is responsible for completing the CDAC agreement with the CDAC provider.
The CDAC agreement identifies the personal care services that will be perforied. The member 1s responsible for
hiring, directing, and supervising the CDAC provider io assure their identified needs are being met.

Appendix E: Participant Direction of Services

E-1: Overview (2 of 13}

L. Participant Brirection Opporturities. Specify the participant direction opportunities that are available in the waiver.
Select one:

" Participant: Emplover Authority. As specified in Appendix E-2, Jtem «, the participant (or the participant's
representative) has decision-making authority over workers who provide waiver services. The participant may
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function as the common law employer or the co-emplover of workers. Supports and protections are available for
participants who exercise this anthority.

.- Participant: Budget Authority. As specified in Appendix E-2, ftem b, the participant {or the participant's
representative) has decision-making authority over a budget for waiver services. Supports and protections are
available for participants who have authority over a budget.

‘& Both Authorities. The waiver provides for both participant direction opportunities as specified in Appendix E-2.
Supports and protections are availablie for participants who exercise these authorities.

c. Availability of Participant Direction by Type of Living Arrangement. Check each that applies:

. Participant direction opportunities are availabie to participants who live in their own private residence or

the home of 2 family member.
7 Participant direction opportunities are available to individuais who reside in other living arrangemenis

where services (regardiess of funding source)} are furnisbed to fewer than four persons unrelated to the
proprietor.
¥ The participant direction opportunities are available to persons in the following other living arrangements

Specify these living arrangements:

Assisted Living Facilities certified by the Department of Inspections and Appeals. The Department does not
allow the use of self-direction services to members living in residential care facilities.

Appendix E: Participant Direction of Services
E-1: Overview (3 of 13)

d. Election of Participant Direction. Election of participant direction is subject to the following policy (select onel:

Waiver is designed to support only individuals who want to direct their services.

£ The waiver is designed to afford every participant (or the participant's representative) the
opportunity to elect to direct waiver services. Alternate service delivery methods are available for
participants who decide not to direct their services,

. The waiver is designed to offer participants (or their representatives) the opportunity to direct some
or all of their services, subject te the following criteria specified by the State. Alternate service
delivery methods are availabie for participants who decide net to direct their services or do not meet
the criteria.

Specifi: the criteria

Appendix E: Participant Direction of Services
E-1: Overview (4 of 13)

e. Informatior Furnished to Participant. Specify: (a) the information about participant direction opportunities (e.g.,
the benefits of participant direction, participant responsibilities, and potential liabilifies} that is provided to the
participant (or the participant's representative) to inform decision-making concerning the election of participant
direction; (b) the entity or entities responsible for furnishing this information; and, (¢) how and when this information
is provided on a timely basis.

Self-direction training and outreach materials are available through the IME website and MCOs. Materials include
information on the benefits, responsibilities, and liabilities of self-direction. A brochure about this option has been
developed and includes information about the benefits, responsibilities, and liabilities. This brochure 13 available at
all the local DHS offices, the DHS website, and has been distributed to other community agencies. The member may
also call IME Member Services and request to have the brochure mailed directly to them. All members must sign an
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informed consent contract and a risk agreement that permits the member to acknowledge and accept certain
responsibilities for addressing risks.

The member's case manager, integrated health home care coordinaior, or community-based case manager is required
fo discuss this option along with the benefits, responsibilities and liabiiities at the time of the service plan
development and/or any time the member’s needs change. This results in information about member direction
activities being reviewed, at least annually, with the member. This option is intended to be very flexibie; members
car: choose this option at any time. Once given information about this option, the member can immediately elect this
option, or can elect to continue or start with traditional services itialiy and then change to self-direction at a later
date.

MCOs must also provide ongoing member or representative training upon request and/or if it is determined a
member needs additional training. Training programs are designed to address the following: (i) understanding the
role of members and/or representatives i self-direction; (1i) selecting and terminating providers; (iii} being an
employer and managing employees; (iv) conducting administrative tasks such as staff evaluations and approval of
time sheets; (v) scheduling providers; and {vi) back-up planming. A1 MCO training and education materials are
subject to review and approval by the State.

To give the member an opportunity to locate providers and supports, the service plan can reflect that traditional
services will begin at the start date of the service plan and the self-directed services and supports will begin at a later
date. This does not require a change in the service plan. Members can elect self-direction and then elect to go back o
traditional services at any time. The case manager, integrated health home care coordinator, or community-based
case manager 1s responsible for informing the member of their rights and responsibilities. All self-direcied services
and supports must begin on the first of a month.

Appendix E: Participant Direction of Services
E-1: Overview (5 of 13)

f. Participant Direction by a Representative. Specify the State's policy concerning the direction of waiver services by
a representative (select one}:

" The State does pot provide for the direction of waiver services by a representative,

‘@ The State provides for the direciion of waiver services by representatives.

Specify the representatives who may direct waiver services: (check each that applies}):

' Waiver services may be directed by a legal representative of the participant.

. Waiver services may be directed by a non-legal representative freely chosen by an adult participant.
Specify the policies that apply regarding the direction of warver services by participant-appoinied
representatives, including safeguards to ensure that the representative functions in the best interest of the
participant:

The policies described in this section apply to both the fee-for-service and managed care delivery systermns,
Services may be self-directed by a non-legal representative freely chosen bv an adult member. If the
member selects a non-legal representative, the representative cannot be a paid provider of services and
must be eighteen years or age or older. The member and the representative must sign a consent form
designating who they have chosen as their representative and what responsibilities the representative will
have. The choice must be documented i the member’s file and provided to the member and their
representative. At a minimum, the representative’s responsibilities include ensuring decisions made de not
Jeopardize the health and welfare of the member and ensuring decisions made do not financially expioit the
member.

The IME uses a guality assurance process to interview members in order ic determine whether or not the
representative has been working in their best interest. The interviews are completed primarily by telepbone
and may be completed in-person if requested. The interviews are conducted as an ongoing QA activity and
are used to enswre that members’ needs are met and that services are provided. QA interviews are
completed monthly with a randomly selected representative sample of members. The interview sample
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selection size assures a 953% confidence level in the results of the inferviews.

Ip addition, the Independent Support Broker provides monitoring of health and safety. The member’s case
manager, integrated health home care coordinator, or community-based case manager is responsible to
assess individual needs and monitor service deliverv to assure that the member’s health and safety are
being addressed. Case managers, integrated health home care coordinators and community-based case
managers routinely review how services are being provided and monitor services to assure the member’s
needs are being met, including how the representative 1s performing,

MCOs are contractually required to maintain quality assurance processes to ensure that the representative
functions in the best interest of the merber. These quality assurance processes are subject to DHS review
and approval and inciude, but are not limited to, monthly member inierviews to assess whether a non-legal
representative is working in the best interest of the member. DHS provides additional oversight in
accordance with the HCBS guality improvement strategy.

Appendix E: Participant Direction of Services
E-1: Overview (¢ of 13)

g. Participant-Directed Services. Specify the participant direction opportunity {or opportunities) available for each
waiver service that is specified as participani-directed in Appendix C-1/C-3.

Waiver Service Emplover Authority; Budget Authoricy]
Self Directed Community Support and Empleyment o o
Selfudirected Persopal Care t o
Chore Services o v
Transportation W v
Senior Companion W vy
Independant Support Brokerage Service :r‘ o
Home and Vehicke Modification wd of
Assistive Deviees o o
Hoememaker of W
Home Delivered Meals w "
Respite o wf
Consumer-directed atiepdunt care - Skilled o o
iIndividual Directed Goods and Services o o

Appendix E: Participant Direction of Services
E-1: Overview (7 of 13)

k. Financial Management Services. Except in certain circumstances, financial management services are mandatory and
infegral io participant direction. A governmental entity and/or another third-party entity must perform necessary
financial ransactions on behalf of the waiver participant. Select one:

‘¢ Yes. Financial Management Services are furnished through a third party entity. (Complete item E-7-i).
Specify whether governmental and/or private entities fumish these services. Check each that applies.

I Governmental entities
=~ Private entities
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. No. Financial Management Serviees are not furnished. Standard Medicaid payment mechanisms are nsed,
Do not compiete ltem E-1-1.

Appendix E: Participant Direction of Services
E-1: Overview (8 of 13)

i. Prevision of Financial Management Services. Financial management services (FMS) may be furnished as a waijver
service or as an administrative activity. Seleci one:

‘@ FMS are covered as the waiver service specified in Appendis C-1/C-3

Fhe waiver service entitled:
Financial Management Service

- FMS are provided as an adminisirative activity.
Provide the following information
i. Types of Entities: Specify the types of entities that furnish FMS and the method of procuring these services:

Entities providing FMS must be a cooperative, not-for-profit member owned and controlled, federally
mnsured financial institution that is and charged by either the National Credit Union Administration or the
Credit Union Division of the Jowa Department of Commerce. The FMS must successfully pass a readiness
review of certification by DHS or a financtal institution charted by the Office if the Comptroller of the
Currency, 2 Bureau of the United States Department of the Treasury, is a member of the Federal Reserve;
and/or is federally insured by the Federal Deposit Corporation. Further, the entity must be enrolled as a
Medicaid provider. Once enrolied and approved as a Medicaid provider, the FMS will receive Medicaid
funds in an eiectronic transfer and will pay all service providers and employees electing the self-direction
option.

MCOs are responsible for contracting with an FMS entity or entities to assist members who elect to self-
direct. Ali MCO coniracted FMS entities must meet the requirements documented i this section. Under the
managed care delivery system, the FMS entity contracted with the MCO is responsible for the same functions
as under the fee-for-service model.

ii. Pavment for FMS. Specify how FMS entities are compensated for the administative activities that they
perform:

FMS entities are paid a monthly fee for their services,

iii. Scope of FMS. Specify the scope of the supports that FMS entities provide (check each thar applies):

Supports furnished when the participant is the employer of direct support workers:

' Assist participant in verifying support worker citizenship statas
« Coliect and process timesheets of support workers

+ Process payroll, withholding, filing and payment of applicable federal, state and local

employment-related taxes and insurance
" Other

Specifv.

i

H

Supports furnished when the participant exercises budget authority:

+/- Maintain a separate account for each participant's participant-directed budget
. Track and report participant funds, disbursements and the balance of participant funds
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+ Process and pay invoices for goods and services approved in the service plan
+ Provide participant with periodic reports of expenditures and the status of the parficipant-

directed budget
. Other services and supports

Specify:

L

i
1
H =
i

Additional funciions/activities:

+¢ Execute and hold Medicaid provider agreements as authorized under a writien agreement

with the Medicaid agency
+/ Receive and disburse funds for the payment of participant-directed services under an

agreement with the Medicaid agency or operating agency
i« Provide other entities specified by the State with periodic reports of expenditures and the

status of the participant-directed budget
... Other

Specifi:

iv. Oversight of FMS Entities. Specify the methods that are employed to: (a) monitor and assess the
performance of FMS entities, inciuding ensuring the integrity of the financial transactions that they perform;
{b) the entity (or entities) responsible for this monitoring; and, (c) how frequently performance is assessed.

IME provides oversight of the FMS entities and monitors their performance yearly. Oversight is conducted
through an annual self-assessment. and an on-site review completed by DHS or by a designated IME unit. As
noted above, FMS entities must also be enrolled as Medicaid providers. The MCOs are required to mitror
this oversight process for their FMS entities and the IME reviews for compliance and monitors cutcomes.

Appendix E: Participant Direction of Services
E-1: Overview (0 of 13)

j. Information and Assistance in Support of Participant Direction. In addition te financial management services,
participant direction is facilitated when information and assistance are available to support participants in managing
their services. These supports may be furnished by one or more entities, provided that there 1s no duphcation. Specify
the payment authority (or authorities) under which these supports are furnished and, where required, provide the
additional information requested (check each thar applies).

Z Case Maragement Activity. Information and assistance in support of participant direction are furnished as an

element of Medicaid case management services.

Specify in detail the information and assistance that are furnished through case managemer for each
participant direction cpportunity under the waiver:

The case manager, integrated health care coordinator, or community-based case manager provides the waiver
member with information and assistance with choosing the CCO program or CDAC service as part of the
person centered service planning process. The case manager, integrated health care coordinator, or community-
based case manager also assists the member in locating an Individual Support Broker to assist with the planning
and managing a monthly CCO budget and is responsible for monitoring the delivery of goods and services as
identified in the service plan.

The CCO program conducts regular CCO webinars to provide case managers, integrated health care
coordinators, community-based case managers, and ISB’s with information on undetstanding and implementing

https://wms-mmdl.cms.gov/WMS/faces/protected/3 5/primt/PrintSelector jsp 4/12/2018



Appendix E: Watver Draft 1A.006.06.00 - Aug 01, 2018 Page 9 of 16

the CCO program. The webinars also identify self-direction issues that have been identified through quality
assurance activities. All case managers, integrated health care coordinators, and community-based case
managers are welcome to altend the webinars, which are also recorded and made available for those unable to
attend.

The CDAC service began in Towa in 1996 and was the first atiempt by the State to offer self-directed services.
CDAC is a self-directed service that offers the member employer authority only. There are two CDAC
services—skilled and unskilled. See Appendix C for service description and provider qualifications. All CDAC
providers are enrolled Medicaid providers. and may be an individual employvee or an agency. There are no FMS
or ISB services to support the CDAC service, and the enrolled CDAC provider performs all billing through the
Medicaid MMIS systems, The member agreement identifies the personal care services that will be performed,
The member is responsibie for hiring, directing, and supervising the CDAC provider to assure their identified
needs are being met.

W Waiver Service Coverage. Information and assistance in support of participant direction are provided through

the following waiver service coverage(s) specified in Appendix C-1/C-3 (check each that applies):

Toformation and Assistance Provided through this Waiver Service

Participani-Directed Waiver Service
Coverage

Selt Directed Community Sepport and Employment w"

Mehtat Health Outreach

Adwlt Day Health

Selt-directed Personal Care

Chere Services

Personal Emergency Response or Portable Locator
Svstem e

Trqnsportation

Senénr Cempanion

Independant Support Brokerage Service ad

Heme and Vehicle Modification

Assrsted Living

Assgstivc Devices

Nu{r‘itiuna} Counseling

Corsumer Directed Attendant Care-unskilied

Hoflemaker

H(+|c Delivered Meals
Reipite -

Copsumer-directed atiendant care - Skilied

Cas{e Management

Im*vidual Directed Goods and Serviees o

Financial Management Service ‘Ef

Mugsing Services

Hmrﬁe Health Alde Services

W Administrative Activity. Information and assistance in support of participant direction are fumnished as an

administrative activity.
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Specify (a) the types of entities that furnish these supports; (b) how the supporis are procured and compensaled,
{c) describe in deldil the supports that are furnished for each participant direction opportunity under the waiver;
{(d} the methods and frequency of assessing the performance of the entities that furnish these supports; and, (e)
the entin: or entities responsible for assessing performance.

Through a contract with the lowa Medicaid Enterprise (IME) the HCBS Quality Assurance and Technical
Assistance Unit provides support and assistance i case managers, integrated bealth care coordinators,
community based case managers, members, providers, ISBs, and others needing information about HCBS
waiver programs. This mcludes the self-direction program. The technical assisiance provided inchedes
developing and conducting regularly scheduled webinar trainings, developing and implementing required ISB
training and answering questions from the field about the CCO program.,

The Quality Assurance and Technical Assistance comfract is procured through a competitive bidding process. A
request for proposal is issued to solicit bids. The RFP specifies the scops of work to be completed by the
contractor. The RFP process also includes a pricing component to assure that the contractor is reimbursed in an
amount that assures performance outcomes are achieved in a cost effective manner.

The Quality Assurance and Technical Assistance contract is managed by an IME state employee. This
employee acts as the contract manager and manages the day-io-day operations of the contract to assure
compiiance with the performance outcomes of the contract. Contract reports are received by the IME monthty,
auarterly and annually on the performance measures of the contract. Any performance issues that arise are
addressed with the Quality Assurance and Technical Assistance Unit confract manager to make corrections and
improve performance.

Appendix E: Participant Direction of Services
E-1: Overview (16 ¢ 13)

k. Independent Advocacy (select one).

® No. Arrangements have not been made for independent advocacy.

' Yes. independent advecacy is available to participants who direet their services.

Describe the nature of this independent advocacy and how participants may access this advocacy:

Appendix E: Participant Direction of Services
E-1: Overview (11 of 13

1. Volentary Termiration of Participant Birectior. Describe how the State accommodates a participant who
voluntarily terminates participant direction in order to receive services through an alternate service delivery method,
including how the State assures continuity of services and participant health and welfare during the transition from
participant direction:

Members may receive raditional waiver services, as well as services and supports under an individual budget for
self-direction. Any waiver member may voluntarily discontimue the seli-divection option af any time, regardless of
delivery system (FFS members or MCO members). The member will continue to be eligible for services as specified
in the service plan, regardless of whether they select the self-direction option. A new service plan will be developed
if the member’s neads change or if they voluntarily discontinue the self-direction option. The case manager,
integrated health care coordinator, or communitybased case manager will work with the member to ensure that
services are in place and that service continuity is maintained.
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Appendix E: Participant Direction of Services
E-1: Overview (12 of 13)

m. Involuntary Termination of Participant Direction. Specify the circumstances when the State will involuntarily
srminate the use of participant direction and require the participant to receive provider-managed services instead,
including how continuity of services and participant health and welfare is assured during the transition.

For fee-for-service members, case managers or integrated health care coordinators will terminate use of the self-
direction option any time there is substantial evidence of Medicaid fraud or obvious misuse of funds. Involuntary
termination can also occur if the case manager or integrated health care coordinator is not able fo verify the types of
services provided and the outcome of those services. If the member and their representative are both found unable to
self-direct, the member will be transitioned to regular watver services. The member has the right to appeal any
adverse action taken by the case manager or integrated health care coordinator to terminate self-directed services and
is subject to the grievance and appeals protections outlined in Appendix F. The case manager or integrated health
care coordinator will develop a new service plan and assurs alternative services are in place to maintain service.

MCOs may only initiate involuntarily termination of a member’s use of the self-direction option if there is evidence
of Medicaid fraud or misuse of funds, or if the MCO determines there is a risk to the member’s health or safety.
Under these conditions, MCOs are required to submit a request to DHS for review and approval to involantarily
ierminate. Requests must contain sufficient documentation regarding the rationale for termination. Upon DHS
approval, MCOs must notify the member and facilitate a seamless iransition to waditional watver services to ensure
there are no interraptions or gaps in service deftvery.

Appendix E: Participant Direction of Services
E-1: Overview (13 of 13)

n. Goals for Participant Direction. In the {ollowing table, provide the State's goals for each year that the waiver is in
effect for the unduplicated number of waiver participants who are expected to elect each applicable participant
direction opportunity. Annualty, the State wiil report to CMS the number of participants whe elect to direct their
walver services.

Table E-t-n

Employer Authority Only Budget Autherity Only or BudgetAz:::li:ﬁ:;;fy iz Combination with Emplover
“;?;::r Number of Participanis Number of Participants
Year 1 ;248
— == .‘
Year 3 E § %252 _‘_——‘!
— "”Wmé e
Year 5 i i ?56

Appenrdix E: Participant Direction of Services
E-Z: Opportunities for Participant Direction (1 of 6)

a. Participant - Emplover Authority Complete when the waiver offers the emplover authority opportunity as indicated
in ltem E-1-b.

i. Participant Emplover Status. Specify the participant's employer status under the waiver. Select one or both:

" Participant/Co-Employer. The participant (or the participant's representative) functions as the co-

emplover {managing employer) of workers who provide waiver services. An agency is the common law
emplover of participant-selected/recruited staff and performs necessary payroll and human resources
functions. Supports are available to assist the participant in conducting employer-related functions.
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Specify the types of agencies (a.k.a., agencies with choice) that serve as co-employers of participant-
selected staff:

f
i
|
i

; Part.icipant/Comm oe Law Emplover. The participant (or the participant's representative) is the

common law employer of workers who provide waiver services. An IRS-approved Fiscal/Empioyer
Agent functions as the participant's agent in performing payroll and other employer responsibilities that
are required by federal and state law. Supports are available to assist the participant in conducting
employer-related functions.

ii. Participant Decision Making Authority. The participant (or the participant's representative) has decision
making authority over workers who provide waiver services. Selec! one or more decision making authorities
that participants exercise:

o

Recruit staff

" Refer stafl to agency for hiring {co-employer)

4;": Select staff from worker registry

b4
£
V’

< Hire staff common law employer

Verify staff qualifications

+ Obtain criminal history and/or background investigation of staff

Specify how the costs of such investigations are compensated:

Pursuant to Jowa Code 249A 29 and Iowa Code 135C. 33(5)a)( 1) and (5)a)3), all providers of HCBS
waiver services must complete ¢hild abuse, dependent adult abuse and criminal background screenings
before employment of a prospective staff mamber who will provide care for a member. The State pays
for the first background check of workers who provide waiver services to fee-for-service members. If a
second background check is completed, it s the responsibility of the employee to pay for the
background check. MCOs are responsible for the costs of mvestigations of workers who provide waiver
services to members.

. Specify additional staff gualifications based on participant needs and preferences se long as such

gualifications are consisient with the qualifications specified in Appendix C-1/C-3.

-+ Determine staff duties consistent with the service specifications in Appendiz C-1/C-3.

e
oY
W
ot
o

Determine staff wages and benefits subject to State limits
Schedule staff
Orient and instruct staff in duties

. Supervise staff

. Evaluate staff performance

. Verify time worked by staff and approve time sheets
. Discharge staff (common law emplover)

7" Discharge staff from providing services (co-employer}
" Other

Specify:

Appendix E: Participant Direction of Services

¥-2:

Opportenities for Participant-Direction (2 of ¢)

h. Participant - Budget Authority Compleie when the waiver offers the budget authority opportunity as indicated in

Item E-1-b:
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i. Participant Decision Making Authority. When the participant has budget authority, indicate the decision-
making authority that the participant may exercise over the budget. Select one or more:

« Realiocate funds among services included in the budget

«¢ Determine the amount paid for services within the State’s established limits

" Substifute service providers

‘o Schedule the provision of services

«# Specify additional service provider qualifications consistent with the gualifications specified in
Appendix C-1/C-3

" Specify how services are provided, consistent with the service specifications contained in Appendix
C-1/C-3

7 Identify service providers and refer for provider enrroliment

\! Authorize payment for waiver goods and services

. Review and approve provider invoices for services rendered

= Other

Specify:

Appendix E: Participant Direction of Services
E-2: Opportunities for Participant-Direction (3 of 6)

b. Participant - Budget Authority

ii. Participant-Directed Budget Describe in detail the method(s) that are used to establish the amount of the
participant-directed budget for waiver goods and services over which the participant has authority, including
how the method makes use of rehiable cost estimating information and is applied consistently to each
participant. Information about these method(s) must be made publicly available.

Under the traditional service model for the walver, the member chooses a service provider from & list of
providers who are enrolled with Iowa Medicaid. The case manager, integrated health care coordinator, or
community based case manager and member work together to detail the tasks and geals for the provider.
After service provision, the provider submits a claim 1o the member's plan, where the clairn s adjudicated in
accordance with IME protocols.

Under the self-direction option, 2 member is not limited to the providers who have enrolled with Towa
Medicaid. The member is considered the employer and can choose any individual that they feel is qualified o
provide the needed service. Members create sapport plans, make provider and service choices, select and
employ staff, and monitor the quality of sapport services. Members determine the wages to be paid to the
provider and the units of service (limited by the self-direction budget}. Interviewing, hiring, scheduling, and
firing 1s done by the member. Claims are submitied to the FMS for processing for payvment.

Case managers, integrated health care coordinators, and community based case managers remain responsible
to ensure the programs and budgets are utilized appropriately. MCOs are responsible for assisting the
member with quality assurance activities and monitoring the quality of services provided. MCO plans to
accomplish this contractual requirement are subject to DHS review and approval.

Each member who chooses to self-direct thetr services will continue to have a traditional service plan
developed that is based on the level of care assessment and need of the member, If a member has a need for
the services that can be included in the individual budget and they choose to self-direct one or all of those
services, then the individual budget amount is determined by the amount of service that was authorized for
those services under the traditional service plan. The level of needs are determined by the level of care
determination made by IME MSU; the supports needed and the amount of supports needed are determnined
through an assessment reviewed by the case manager, infegrated health care coordinator, or community based
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case manager prior io the member selecting the self-direction option. Members who reside tn an assisted
Tiving facility may also choose to seli-direct some of their services. Specifically, the member can choose to
self-direct services not provided by the facility (i.e., vehicle modification) or can choose another provider for
services that are optional from the facility {i.e., meals or housekeeping.

Historically, members do not use 100% of their authorized waiver services. To ensure that the State or MCO
does not spend more than what is historically spent for traditional waiver services, each service authorized
under self-direction will have a utilization adjustment factor applied to it. This utilization adjustment facior is
determined by an analysis of what percentage of authorized services has historically been used for each
service on an aggregate by all members enrolled in that particular waiver who have accessed that particular
service. The utilization factor is not based upon individual member usage, but on historical percentage usage
of anthorized services by all members enroled in the waiver who have accessed that particular service, A
member new to the waiver, or new to self-direction, would have the same utilization factor applied as all
other waiver members who are self-directing services. The utilization adjustment facior will be analyzed, at a
minimum, every 12 months and adjusted as needed based historical use. This method will be used for all
wajver members choosing the self-direction option. Members are notified of the budget methodology and
limits at the time they receive the CCO Booklet, during their service plan is development and by the
Independent Support Broker hired to assist the individual to develop the budget. The individual budget
methodology is stated in the 441 Towa Administrative Code Chapter 78 41(15). In addition, this information
is shared during all ouireach and training held throughout the State for members, families, and other
advocates. The MCOs are also responsible for making the budget methodology available to members through
their community based case managers and member communication materials.

The following is an example of how an individual budget is determined:

A member has a need for a particular service. On their traditional service plan they are authorized 10 units of
service at $2t a unil. That member decides that they would like to self-direct their services. The amount
aathorized is $200 in the traditional service plan. A utilization adjustment factor of 80% is applied. The
member’s individual budget amount then becomes $160 (5200 X 80%). The 20% reduction (100%
authorization minus 80% actual utilization for a service) is applied to allow for cost neutrality between the
service under the traditional waiver plan and self-direction. If the average service utilization is only 80% of
an authorized service under the traditiona! waiver, then a self-directed member is hmited to that same 80% to
preserve cost neutrality. The total monthly cost of all services (traditional and self-directed services) cannot
exceed the established aggregate monthly cost of the traditional services authorized.

If there is a need that goes beyond the budget amount and/or the waiver service limit, the member has the
right to request an exception to pohey. Exceptions fc policy may be granied to the requestor when the
member has needs bevond the limits expressed in the lowa Administrative Code. For fee-for-service
enrollees this decision is made by the Director of DHS, based on an evaluation of the member’s needs in
relation to the State’s necessity to remain within the waiver’s parameters of cost neutrality. The process to
request an exception is shared on the DHS website as well as with the member when they apply for waiver
services. In addition, any member has the right to appeal any decision made by DHS and to request an appeal
hearing by an admintstrative law jundge. The member is afforded the opportunity to request a fair hearing
when the budget adjustment is denied or the amount of budget is reduced as described in F-1.

The MCOs operate an exception to policy process for their members. In the event an MCQ denies an
exception te policy and determines the member can no longer have his or her needs safely mwet through the
1915(c) waiver, the MCO is required to forward this information to DHS. In addition, MCO members have
the right to appeal any decision made by the MCO and may appeal to the DHS once the MCO appeals
process has beer exhausted as described in F-1.

Appendix E: Participant Direction of Services
E-2: Opportunities for Participant-Direction (4 of 6)

b. Participant - Budget Aunthority
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iii. Informing Participant of Budget Amount. Describe how the State informs each participant of the amount of
the participant-directed budget and the procedures by which the participant may request an adjustment in the
budget amount.

Members, regardless of delivery sysiem (i.e., FFS and MCO) will be informed of their budget amount during
the development of the service plan. The member can then make a final decision as ic whether they want the
self-direction option. If a member needs an adjustment to the budget, the member can request a review of the
service plan.

As noied above, if there is a need that goes bevond the budget amount and/or the waiver service limit, the
member has the right to request an exception to policy. In addition, any member has the right to appeal any
decision. The member is afforded the opportunity to request a fair hearing when the budget adjustment is
denied or the amount of budgel is reduced as described in F-1.

MCO enroliees have the right to 2 State Fair Hearing after exhausting the MCO appeals process. It is the
responsibility of the case manager, miegrated health care coordinator, or community-based case manager to
mform the member of the budget amount allowed for services before the service plan is completed,

Appendix E: Participant Direction of Services
E-2: Opportunities for Participant-Direction (5 of 6)

b. Participant - Budget Authority

iv. Participant Exercise of Budget Fiexibifity. Selecs one:

*_' Modifications fo the participant directed budget must be preceded by a change in the service
plap.

® The participant has the authority to modify the services included in the participant directed
budget without prior approval.

Specify how changes in the participani-directed budget are documented, including updating the service
plan. When prior review of changes 1s required in certain circumstances, describe the circumstances and
specify the eniity that reviews the proposed change:

For both fee-for-service and MCO members, once the monthly budget amount has been established, the
member will develop a detailed monthly budget that identifies the goods and services that will be
purchased and the employees that wil! be hired to meet the assessed needs of the member. This budget
amount is the same amount whether the member wtilizes only traditional waiver services, utilizes only
self-directed services, or uses a combination of traditional and self-directed services. Al services under
the waiver add into the one budget and that budget maximum is determined by the member's level of
care and not by the type of services accessed by the member.

Once the monthly budget amount has been established, the member will develop a detailed monthly
budget that identifies the goods and services that will be purchased and the emplovees that will be hired
o meet the assessed needs of the member. The budgst is sent to the FMS 1o identify what goods and
services are approved for purchase and the employees that will be submitting timecards to the FMS for
payment. The member can modify services and adjust doliar amounts among line items in the
individual budget without changing the service plan as long as 1t does not exceed the authorized budget
amount. They must submit a new budget to the FMS that identifies the changes. The FMS must receive
all modifications to the individual budget within the month when the changes occur and will monitor the
new budget to assure the changes do not exceed the authorized budget amount. The Individual Support
Broker and the FMS will both monitor t¢ assure expenses are aliowable expenses.

Appendix E: Participant Direction of Services
E-Z: Opportunities for Participapt-Direction (6 of 6)

b. Participant - Budget Authority
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v, Expenditure Safeguards. Describe the safeguards that have been estabiished for the timely prevention of the
premature depletion of the participant-directed budget or to address potential service delivery problems that
may be associated with budget underutitization and the entity (or entities) responsible for implementing these
safeguards:

Self-direction budgets are authorized monthly. Members, regardless of delivery system (L.e., FFS and MCO)
car make adjustments at any time within the anthorized amount if services are not meeting their needs, and
the ISB via the FFS or MCO delivery system is available to provide assistance. The ISB alse rountinely
monitors expenses. The FMS alse monitors the budget and notifies the ISB and the member immediately if
clamms are inconsistent with the budgeted amount or if the budget is consistently underutilized.

When members chose self-direction they sign a consent form that explains their rights and responsibilities,
including consequences for authorizing payments over the authorized budget amount.
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Appendix F: Participant Rights

Appendix F-1: Opportunity to Reguest 2 Fair Hearing

The State provides an opportunity to request a Fair Hearing under 42 CFR Part 431, Subpart E to individuals: {a) who are not
giver: the choice of home and community-based services as an alternative e the institutional care specified in fiem 1-F of the
request; (b} are denied the service(s) of their choice or the provider(s) of their choice; or, (¢) whose services are denied,
suspended, reduced or terminated. The State provides notice of action as required in 42 CFR §431.210.

Procedures for Offering Opportunity te Request a Fair Hearing. Describe how the individual (or his/her legal
representative) is informed of the opportunity te request a fair hearing under 42 CFR Part 431, Subpart E. Specify the notice
(s) that are used to offer individuals the opportunity to request a Fair Hearimg. State laws, regulations, policies and notices
referenced in the description are avaiiable to CMS upon request through the aperating or Medicaid agency.

FEE FOR SERVICE:

Members are given an oral explanation of the appeals (State Fair Hearing) process during the application process by the
iowa Department of Human Services (DHS) income mainfenance siaff. The Department aiso gives members an oral
explanation at the time of any contemplated adverse benefit determination. Depending on the adverse benefit
defermination, this could be provided by the income maintenance worker, case manager, integrated health care coordinator,
community-based case manager, and/or medical provider performing the level of care determination. The member is also
given written notice of the following at the time of application; and, at the time of any department adverse benefir
determination. An adverse benefit determination affects a claim for assistance in which applicants are not provided the
choice of home and commumity based services as an alternative to institutiona} care and members are denied services or
providers of their choice, or whose services are denied, suspended, reduced or terminated.

An adverse benefit determination notice of determination that results in members’ right to appeal inciudes the foliowing
elements: the right to request a hearing, the procedure for requesting a hearing, the right to be represented by others at the
hearing, unless otherwise specified by the statute or federal regulation, provisions for payment of legal fees by DHS; and
how to obtain assistance, including the right to continue services whiie an appeal is pending,

The choice of HCRES vs. nstitutional services is discussed with the member at the time of the completion of the application
by DHS income maintenance staff ; and again at the time of the service plan development by the case manager, integrated
health care coordinator, or community-based case manager.

All DHS application forms, notices, pamphlets and brochures contain information on the appeals process and the
opportunity to request an appeal. This information is available at all of the local offices and on the DHS website. The
process for filing an appeal can be found on all Notices of Decision (NOD), Procedures regarding the appeal hearing can be
found on the Notice of Hearing. As stated in Jowa Administrative Code, any person or group of persons may fiie an appeal
with DHS concerning any decision, made. The member is encouraged, but pot required, to make a written appeal on a
standard Appeal and Request 2 Hearing form. Appeals may also be filed via the DIS website. If the member is unwilling
to complete the form, the member would need to request the appeal in writing.

All notices are kept at all local DHS Offices or the case manager, integrated health care coordinator, or community-based
case manager’s file. The member is given their appeal rights m writing, which explains their right to continue with their
current services while the appeal 1s under consideration. Copies of all notices for a change in service are maintained in the
service file. IME reviews this information during case reviews.

MANAGED CARE ORGANIZATIONS:
‘When an HCBS member is assigned to a specific MCQ, the assigned MCO community based case manager explains the
member’s appeal rights through the Fair Hearing process during the initial mtake process.

In accordance with 42 CFR 438, an adverse benefit determination means any of the following:

(1) The denial or limited authorizatior of a requested service, including determinations based on the fype or level of service,
requirements for medical necessity, appropriateness, setting, or effectiveness of a covered benefit.

(2) The reduction, suspension, or termination of a previously authorized service.

(3) The denial, in whole or in part, of payment for a service. (4) The failure to provide services m a timely manner, as
defined by the State.

(5) The failure of an MCQ, PIHPF, or PAHP 1o act within the timeframes provided in §438.408(0)(1) and (2) regarding the
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standard resolution of grievances and appeals.

{6} For aresident of a rural area with only one MCO, the dential of an enrollee's request to exercise his or her right, under
§438.52(b)(2)(ii), to obtain services outside the network.

{7) The denial of an enrollee's request to dispute a financial liability, including cost sharing, copayments, premiums,
deductibles, coinsurance, and other enrollee financial liabiiities.

I accordance with 42 CFR 438, an appeal means a review by an MCO of an adverse benefit determination that it has
issued.

MCQOs give thelr members written notice of all adverse benefit determinations, not only service authorization adverse
benefit determinations, in accordance with state and federal rules, regulations and policies, including but not iimited to 42
CFR 438. MCO enroliment materials must contain all information for appeals rights as delineated in 42 CFR 438,10,
inclnding: (A) the right to file an appeat; (B} requirements and timeframes for filing an appeal; (C) the availability of
assistance in the filing process; (D) the right to request a State Fair Hearing after the MCO has made a determination of a
member’s infermal MCQ appeal which is adverse to the member. The fact that, if requested by the member, benefits that the
MCO seeks o reduce or terminaie will continue if the member files an appeal or requests a State fair hearing within the
specified timeframe and that the member may be required to pay the cost of such services furnished while the appeal or state
fair hearing is pending if the final decision is adverse to the member,

MCOs must provide members any reasonable assistance in completing forms and taking other procedural steps. This
includes, but is not limited to providing interpreter services, and toll-free numbers that have adequate TTY/TTD and
interpreter capability. Upon determination of the appeal, the MCO must ensure there 1s po delay in notification or mailing
ic the member and member representative the appeal decision. The MCOQ's appeal decision notice must describe

the adverse benefit determinations taken, the reasons for the adverse beneiit determination, the member’s right to request a
State fair hearing, process for filing a fair hearing and other information set forth in 42 CFR 438.408(e).

MCOs must maintain an expedited appeals process when the standard time for appeal could seriously jeopardize the
member’s life, physical or mental health or ability to attain, maintain or regais maximim. function. The MCO must also
provide general and targeted education to members and providers regarding expedited appeals includimg when an expedited
appeal 1s appropriate and procedures for providing written certification thereof

The MCO’s appeal process must conform to the following requirements:

— Allow members, or providers acting on the member’s behalf, sixty (60} calendar days Fom the date of adverse benefit
determination notice within which to file an appeal.

— In accordance with 42 CFR 438.402, ensure that oral requests seeking to appeal an adverse benefit determination are
treated as appeals. However, an oral request for an appeal must be followed by a written request, unless the member or the
provider requests an expedited resolution.

— The MCOQ must dispose of expediied appeals within 72 hours afier the Contractor receives notice of the appeal, unless
this timeframe is extended pursuant to 42 CFR 438.408 (c).

— In accordance with 42 CFR 438.410, if the MCO denies the request for an expedited resolution of 2 member’s appeal, the
MCO must transfer the appeal to the standard thirty {30} calendar day timeframe and give the member written notice of the
denial within twe (2) calendar days of the expedited appeal request. The MCO must also make a reasonable attempt to give
the member prompt oral notice.

— The MCO must acknowliedge receipt of each standard appeal within three (3) business days,

— The MC( must make a decision on standard, non-expedited, appeals within thirty (30) calendar days of receipt of the
appeal. This timeframe may be extended up to fourteen (14) calendar days, pursuant to 42 CFR 438 408, If the timeframe is
extended, for any extension not requested by the member, the MCO must give the member written notice of the reason for
the delay.

— In accordance with 42 CFR 438.408, written notice of appeal disposition must be provided with citation of the lowa Code
and/or iowa Admmistrative Code sections supporting the adverse benefit determination in non-authorization and care
review letters that advise members of the right fo appeal. For notice of an expedited resolution, the Contractor must also
make reasonable efforts to provide oral notice. The written notice of the resolution must include the results of the resolution
and the date it was completed. For appeals not resolved wholly in favor of the member, the written notice must include the
right to request a State fair hearing, including the procedures to do so and the right io request to receive benefits while the
hearing is pending, including instructions on how to make the request. The MCO shall direct the member to the Agency
Appeal and Request for Hearing form as an option for submitting a request for an appeal. This shall also include notice that
the member may be held liable for the cost of those benefits if the hearing upholds the Contractor’s adverse benefit
determination.
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Members enrolled in an MCO must exhaust the entity’s internal grievance processes before pursuing a State Fair
Hearing. This requirement is outlined in the concurrent §1915(b) watver, Part IV, Section E.

Appendix F: Participant-Rights
Appendix F-2: Additional Dispute Resolution Process

a. Availability of Additional Dispute Resolution Proeess. Indicate whether the State operates another dispute
resolution process that offers participants the opportunity 10 appeal decisions that adversely affect their services whiie
preserving thetr right to a Fair Hearing. Seleci one:

"_- Ne. This Appendix does not apply
& Yes. The State operates an additional dispute resolution process

b. Descripiior of Additional Dispute Resolution Process. Describe the additional dispute resolution process,
including;: (a) the State agency that operates the process; (b) the nature of the process (i.e., procedures and
timeframes), including the types of disputes addressed throngh the process; and. {c) how the right to a Medicatd Fair
Hearing is preserved when a participant elects to make use of the process: State laws, regulations, and policies
referenced in the description are available io CMS upon reguest through the operating or Medicaid agency.

Each MCO operates its own infernal grievance and dispute resolution processes. In accordance to 42 CFR 438.408
(), a managed care enrolles may request a State Fair Hearing only after receiving notice that the MCO is upholding
the adverse benefit determination.

The policies and procedures regarding the MCO grievance and appeals system are outlined in the concurrent §1915
(b} waiver, Part IV, Section E. MCO members can appeal any adverse benefit determination within 60 calendar
days. An adverse benefit detenmination is defined as the: (i) denial or limited authorization of & requested service,
inciuding the tvpe or level of service, requirements for medical necessity, appropriateness, setting, or effectiveness
of a covered bepefit;

(ii) reduction, suspension or termination of a previously authorized service;

{iii) denial, in whole or in part, of payment for a service; (iv) failure to provide services in a timely manner;

(v} fatlure of the MCO to act within the required timeframes; or

{(vi) the denial of an enrollee’s request io dispute 2 financial liability, including cost sharing, copayments, premiums,
deductibles, coinsurance, and other enreliee financial liabilities.

MCOs must ensure that oral requests seeking to appeal an adverse benefit determination are treated as appeals,
However, an oral request for an appeal must be followed by a written request, unless the member or the provider
requests an expedited resolution. MCOs must make a decision on standard, non-expedited, appeals within thirty (30)
calendar days of receipt of the appeal. This timeframe may be extended up to fourteer (14) calendar days, pursuant
to 42 C.F.R. § 438.408. Expedited appeals must be disposed within seventy-two (72) hours unless the timeframe is
extended pursuant to 42 CFR § 438.408 and 410.

MCO members can also file gnevances with their MCQ; grievances are any writien or verbal expression of
dissatisfaction about any matter other than an adverse benefit determination.” MCQ members have the right to
request a State Fair Hearing if dissatisfied with the outcome of the MCO appeals process. MCOs notify members of
this right through enrollment materials and notices of adverse benefit determination, including information that the
MCC grievance and appeals process is not a substitute for a Fair Hearing. MCOs must acknowledge receipt of a
grievance within three (3) business days and must make a decision on grievances and provide written notice of the
dispesition of grievance within thirty {30) calendar days of receipt of the grievance or as expeditiously as the
member’s health condition requires. This timeframe may be extended up to fourteen (14) calendar days, pursuant to
42 CFR. §438.408.

Appendix F: Participant-Rights

Appendix F-3: State Grievance/Complaint System
a. Operation of Grievance/Complaint System. Sefeci one.

"% No. This Appendix does not apply

[ W
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‘® Ves. The State operates a grievance/complaint system that affords participants the opportunity o register
grievances or complaints concerning the provision of services under this waiver

b. Operational Responsibility. Specify the State agency that is respousible for the operation of the grievance/complaint
sysiem:

FEE FOR SERVICE:

IME is responsible for operation of the compiaint and grievance reporting process for all fee-for-service
members. In addition, the Department maintains an HCBS Quality Assurance and Technical Assistance Unit
contract that is responsibie for the handling of fee-for-service member complaints and grievances in regards to
provision of services under this waiver.

MANAGED CARE ORGANIZATION:

IME Member Services MCO Member and MCO Liaison: Designated IME Member Services staff serves as a lialson
for any MCOQO grievance/complaint that is reported to IME Policy staff by an MCO member or his/her

advocate. IME Policy sends the pertinent details of the grievance/complaint to the MCO liatson. The IME MCO
liaison communicates and coordinates with the MCO and member to grievance/complaint to resolution; and, the
resolution is communicated to the IME Policy staff who received the original grievance/complaint. This process
serves to support those MCO members who may be confused about the MCO grievance/complaint process to follow
or members who have not been able to resolve their grievance/complaint with their MCOs,

Grievances/complaints follow the parameters and timelines ip accordance with 42 CFR 438.408 and 438.410.

A grievance/complaint means an expression of dissatisfaction about any matier other than an adverse benefit
determination. Grievances may include, but are not limited to, the quality of care or services provided, and aspects of
interpersonal relationships such as redeness of a provider or employee, or failure to respect the enrollee's rights
regardiess of whether remedial action 1s requested. Grievance includes an enrollee's right to dispute an extension of
time proposed by the MCO te make an authorization decision.

MCO Grievance/Complaint System:

The MCO must provide information about its grievance/complaint system to all providers and subcontractors at the
time they enter into a contract. Further, the MCO is responsible for maintenance of grievance records in accordance
with 42 CFR 438 416.

The MCO must provide mformation about its grievance/compiaint system to all members and provide reasonabie
assistance in compleiing forms and taking procedural steps. This responsibility also incindes; but is not limited to,
auxiliary aids and services upon request (e.g. interpreter services and toll—free numbers that have TTY/TTD and
interpreter capability).

The MCO member handbook must include information. conststent with 42 CFR.

38.10,
The MCO must insure that indtviduals who make decisions on grievances have not been involved in any previous
level of review or decision-making and is not a subordinate of such individual.

MCO Grievance/Complaint Process:

A member may submit an oral or written grievance at any time to the MCO. With written consent of the member, a
provider or an authorized representative may file a grievance on behalf of a member. There is not a timeline for
submission.

The MCO must acknowledge receipt of the grievance.

The MCO must process the grievance resolutior within 30 days of the date that the grievance s received and issue a
written notification to the member in accordance with 42 CFR 438.408.

The rasolution may be extended by fourteen (14) days upon member request. I the member does not request an

extension, the MCO must make reasonable efforts to give the member prompt oral notice of the delay; and within
two (2) calendar days provide the member with a written notice of the basis for the decision to extend the
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timeframe. If the member does not agree with the extension, he/she may file an additional grievance to the
extension.

¢. Description of System. Describe the grievance/complaint system, including: (a) the types of grievances/complaints
that participants may register; (b} the process and timelines for addressing grievances/complaints; and, (¢) the
mechanisms that are used 1o resolve grievances/complaints. State laws, regulations, and policies referenced in the
description are available to CMS upon request through the Medicaid agency or the operating agency (if applicable).

Any fee-for-service waiver member, member’s relative/cuardian, agency staff, concerned citizen or other public
agency staff may report a complaint regarding the care, treatment, and services provided to a member. A complaint
may be submitied in writing, in person, by e-mail or by telephone. Verbal reporis may require submission of 2
detailed written report. The complaint may be submitted to an HCBS Provider Quality Oversight Specialist, HCBS
Program Manager, any IME Unit, or Bureau Chief of Long Term Care. Complaints by phone can be made to a
regional IICBS Provider Quality Assurance Oversight Specialist at their local number or by calling the IME. The
Bureau of Long Term Care has established 2 committee tc review complaints. The commitiee will meet biweekly to
review cuirent complaints.

Once received, the HCBS Quality Assurance and Technical Assistance Unit shall initiate investigation within one
business day of receipt and shall submit 2 findings report to the Quality Assurance Manager within 15 days of
finalizing the mvestigation, Once approved by the Quality Assurance Manager, the findings report is provided to the
complainant and the provider in question. If the complainant is @ member, they are informed by the HCBS Quality
Assurance and Technical Assistance Unit Incident and Compilaint Speciaiist that filing a grievance or making a
complaint is not a pre-requisite or sebstimte for a Fair Hearing,

MCO members must exhaust the entity’s internal grievance and appeals processes before pursuing a State Fair
Hearing. The policies and procedures regarding the MCO grievance and appeals system are outlined in the
concurrent §1915(b) waiver, Part IV, Section E. MCO members can appeal any “action” within 60 days. An
“action” is defined as the: (i) denial or limited authorization of a requested service, including the type or level of
service; {ii} reduction, suspension or termination of a previously authorized service; (i) denial, in whole or in part,
of payment for a service; (iv) failure to provide services in a timely manner; or (v) failure of the MCO to act within
the required timeframes set forth in 42 CFR 438.408(b). In accordance with 42 CFR 438.406, oral requests seeking
an appeal are treated by the MCO as an appeal; however, an oral request for an appeal musi be followed by a written
request, unless the member or the provider requests an expedited resolution.

MCO members have the right to request & State Fair Hearing if dissatisfied with the outcome of the MCO appeals
process. MCOs notify members of this right through enrollment materiats and notices of action. In accordance with
42 CFR 438.406, the MCO provides the member and their representative opportunity, before and during the appeals
process, to examine the member’s case file, including medical records and any other documents or records
considered during the appeals process. In addition, the member and their representative have the opportunity to
present evidence and allegations of fact or law in person as well as in writing. Upon determination of the appeal, the
MCO must promptly notify the member and his/her representative of the appeal dectsion. The MCGO's appeal
decision notice must describe the actions taken, the reasons for the action, the member’s right to request a State Fair
Hearing, process for filing a Fair Hearing and other information set forth in 42 CFR 438.408(e).

MCOs must ensure that the individuals rendering decisions on grievances and appeals were not involved in previous
levels of review or decision-making and are health care professionals with appropriate clinical expertise in treating
the member’s condition or disease if the decision will be in regard to any of the following: (i) an appeal of a denial
based on lack of medical necessity; (i) a grievance regarding denial of expedited resolution of an appeat; or (iii) any
grisvance or appeal involving clinical issues. Appeals must be resolved by the MCO within 3¢ calendar days of
receipt; this timeframe may be extended up to 14 calendar days. pursuant to 42 CFR 438.408(c).

MCOs must resolve appeals on an expedited basis when the standarc time for appeal could seriously jeopardize the
member’s health or ability to maintain or regain maximum function. Such expedited appeals must be resolved within
72 hours after the MCO receives notice of the appeal. unless this timeframe 1s extended pursuant to 42 CFR 438.408
(¢). Standard appeals must be resolved within 30 calendar days; this timeframe may be extended up to 14 calendar
days, pursuant to 42 CFR 438.408(c). If the timeframe 1s extended, for any extension not requested by the member,
the Contractor must give the member written notice of the reason for the delay. Within 90 calendar days of the daie
of notice from the MCC on the appeal decision, the member may request a State Fair Hearing.
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MCO members can also file grievances with their MCO: grievances are any written or verbal expression of
dissatisfactiop about arry matter other than an “action,” as defined above. Grievances may be filed either orally or in
writing; receipt is acknowledged by the MCO within 3 business days and reselved within 30 calendar days or as
expeditiously as the member’s health condition requires. This timeframe may be extended up to 14 calendar days,
pursuant to 42 CFR 438.408(c).

MCOs are required to track all grievances and appeals in their information systems; this includes data on clinical
reviews, appeals, grievances and complainis and their cutcomes. MCOs are responsible for reporting on grievances
and appeals io DHS. This includes maintenance and reporting to the State the MCO member grievance and appeals
logs which includes the current states of all grievances and appeals and processing timelines.
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Appendix G: Participant Safeguards
Appendix G-1: Response to Critical Events or Incidents

a. Critical Event or Incident Reporting and Management Process. Indicate whether the State operates Critical Event
or Incident Reporting and Management Process that enables the State to collect information on sentinel events
occurring in the waiver program.Select one:

‘& Ves. The State operates a Critical Event or Incident Reporting and Management Process (complete Jtems b
through e)

_° No. This Appendix does not apply (do not complete Irems b through e/
If the State does not operate a Critical Event or Incident Reporting and Management Process, describe the
process that the Staie uses to elicit information on the health and welfare of individuals served through the
program..

e

b. State Critical Event or Incident Reporting Requirements. Specify the types of crifical events or incidents
(including alleged abuse, neglect and exploitation) that the State requires fo be reported for review and follow-up
action by an appropriate authority, the individuals and/or entities that are required to report such events and incidents
and the timelines for reporting, State laws, regulations, and policies that are referenced are available to CMS upon
request through the Medicaid agency or the operating agency (if applicable}.

All waiver service providers, case managers, integrated health home care coordinators, and MCO CBCMs,
regardiess of delivery system (i.e., FFS or managed care}, are required to document major and minor incidents and
make the incident reports and relaied documentation available to DHS upen request. Providers, case managers,
mtegrated health home care coordinators, and MCO CBCMs must also ensure cooperation in providing pertinent
mformation regarding incidents as requested by DHS, MCOs must require that all internal staff and network
providers report, respond to, and document critical incidents, as well as cooperate with any investigation conducted
by the MCO or outside agency, all in accordance with State requirements for reporting incidents for 1915(c) HCBS
Waivers, 1915(i) Habilitation Program, PMICs, and all other incidents required for licensure of programs through
the Department of Inspections and Appeals.

Per Chapter 441 lowa Administrative Code 77.25{1}, “major incidents” are defined as an occurrence nvolving a
participant during service provision that: (1) results in a physical mjury to or by the participant that requires a
physician’s treatment or admission to a hospital; (2} results in the death of any person; (3) requires emergency
mental health treatment for the participant; {4) requires the intervention of law enforcement; (5) requires a report of
child abuse pursuant to lowa Code section 232.69 or a report of dependent adult abuse pursuant to lowa Code
section 235B.3; (6) constitutes a prescription medication error or a pattern of medication errors that leads o the
outcome in paragraph “1,” “2.” or “37; or (7} involves a participant’s Jocation being unknown by provider staff who
are assigned protective oversight. All major incidents must be reported within 48 hours of witnessing or discovering
an incident has occurred, usmg the IME’s Towa Medicaid Portal Access (IMPA) System. Suspected abuse or neglect
may be reported to the statewide abuse reporting hotline operated by DHS.

Chikd and dependent adult abuse is an inclusive definition that includes physical and sexual abuse, neglect and
exploitation. Child abuse is defined in Towa Code 232.68, and may include any of the following types of acts of
willful or negligent acts or orissions:

- Any non-accidental physical injury.

- Any mental injury to a child’s inteliectual or psychological capacity.

- Commission of a sexual offense with or to a child.

- Failure on the part of 2 person responsible for the care of & child to provide adequate food, shelter, clothing or other
care necessary for the child’s health and welfare.

- Presence of an illegal drug in a child’s body as a direct act or omission of the person responsible for the care of a
child or manufacturing of a dangerous substance in the presence of a child.

Dependent adult abuse is defined in lowa Code 235B .2, and may include any of the following types of acts of willful
or negligent acts or omissions;
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- Physical injury or unreasonable confinement, unreasonable punishment. or assault of a dependent adult.

- Commission of a sexuai offense or sexual exploitation.

- Exploitation of a dependent adult.

- Deprivation of the minimum food, shelter, clothing, supervision, physical or mental health care or other care
necessary to maimntain a dependent adult’s life or health.

When a major incident occurs, provider staff must notify the member or the member °s legal guardian within 24
hours of the incident and distribute a complete incident report form as follows:

- Forward a copy to the supervisor with 24 hours of the incident.

- Send a copy of the report to the member’s case manager, health home coordinator, or community-based case
manager (when applicabie} and the BLTC within 24 hours of the incident.

- File a copy of the report in a cenfralized location and make a notation in the member’s file.

Per Chapter 441 Towa Administrative Code 77.25(1), “minor incidents™ are defined as an occurrence involving a
participan: during service provision that is not 2 major incident and that: (1) results in the application of basic first
aid: (2) results in bruising; (3) results in seizure activiry; (4} results in injury to self, 1o others, or o property; or (5)
constitutes a prescription medication error. Providers are not required to report minor incidents to the BLTC, and
reports mayv be reported internally within a provider’s system, in any format designated by the provider (i.e., phone,
fax, email, web based reporting, or paper submission}. When & minor incident occurs or a staff member becomes
aware of a minor incident, the staff member involved must submit the completed incident report to the staff
member’s supervisor within 72 hours of the incident. The completed report must be maintained in a centralized file
with & notation in the member’s file. Providers are not required to report minor incidents to the BLTC, and reports
may be reported internally within a provider’s system, in any format designated by the provider (i.e., phone, fax,
email, web based reporiing, or paper submission}. When a minor incident occurs, or a staff member becomes aware
of a minor incident, the staff member involved must submit the completed incident report to the staff member’s
supervisor within 72 hours of the incident. The compisted report must be maintained ip a centralized file with a
notation 1 the member’s file,

As part of the quality assurance policies and procedures for HCBS Watvers, all incidents will be monitorec and
remediated by the HCBS Incident Reporting Specialist and HCBS specialists. On a quarterly basts, a QA commitiee
will review data collected on incidents and will analyze data to determine trends, problems and issues in service
delivery and make recommendafiions of any policy changes.

MCOs are also required 1o develop and implement 2 crifical incident management svstem in accordance with DES
requiremnents, in addition fo maintaining policies and procedures that address and respond to incidents, remediate the
incidents to the individual level, report incidents to the appropriate entities per required timeframes, and tack and
analvze mcidents.

MCOs must adhere to the State’s guality improvement strategy described in each HCBS waiver and waiver-specific
methods for discovery and remediation. MCOs must utilize sysiem information to identify both case-specific and
systemic frends and patierns, identify opportunities for improvement and develop and implement appropriate
strategies {o reduce the occurrence of incidents and improve the quality of care. All MCO staff and network
providers are required to:

- Report critical incidents.

- Respond to critical incldents.

- Document critical incidents.

- Cooperate with any investigation conducted by the HCBS Quality Assurance and Technical Assistance Unit staff,
MCO, or outside agency.

- Receive and provide fraining on critical incident policies and procedures.

- Be subject to correciive action as needed to ensure provider compliance with critical incident requirements,

Finally, MCOs must identify and track crifical incidents, and review and analyze critical incidents, to identify and
address quality of care and/or health and safety issues, including a regular review of the number and types of
meidents and findings from investigations. This data should be used to develop sirategies to reduce the occurrence
of critical incidents and improve the quality of care delivered to members.

c. Participant Training and Education. Describe how training and/or information is provided to participants (and/or
families or legal representatives, as appropriate) concerning protections from abuse, neglect, and exploitation,

https://wms-mmdl.cms.gov/WMS/faces/protected/3 5/print/PrintSelector jsp 4/12/2018



Appendix G: Waiver Draft 1A.006.06.00 - Aug 01, 2018 Page 3 0f 32

including how participants {and/or families or legal representatives, as appropriate} can notify appropriate authorities
or entities when the participant may have experienced abuse, neglect or exploitatiorn.

Information concerning protections is provided to appiicants and members at the time of application and at the time
of service plan development. During enroliment, and when any updaies are made, DHS also provides to members a
Medicaid Members Handbook, which contains information regarding filing a complaint or grievance. MCO written
member enroliment maierials alse contain information and procedures on how to report suspected abuse and neglect,
including the phone numbers to call to report suspected abuse and neglect.

In addition, information can also be found on DHS and MCO websites. The DHS website contains a “Report Abuse
and Fraud” section, which describes how to report dependent adult chiid abuse. The same information is also
available in written format in the 99 local DHS offices, and members may also call the IME Member Services call
center with any questions regarding filing a complaint or grievance.

Finally, the case manager, realth home coordinator, or community-based case manager is responsible for assessing 2
member’s risk factors annually during the reevaluation process, as well as during the guality assurance inierview
process and the annual [IPES interview. DHS recognizes the need to provide fraining to members using on a more
formal process. The state has developed training to ensure that case managers, health home coordinators, and
community-based case managers provide this information 1o members at a minimum en a vearly basis.

d. Responsibility for Review of and Response to Critical Events or Incidents. Specify the entity {or entities) that
receives reports of critical events or incidents specified in item G-1-a. the methods that are employed to evaluate such
reports, and the processes and time-frames for responding o critical events or incidents, including copducting
investigaiions.

Reporting of suspected child or adult abuse to DHS Protective Services is mandatory for all IME HCBS staff, case
managers, MCO CBCMs, health home care coordinators, and HCBS providers. DHS Protective Services (PS)
recetves all mandatory reports of child and dependent adult abuse. If an immediate threat of physical safety is
believed to exist, PS makes every effort to examine that child or dependent adult within one hour of receipt and take
any lawful action necessary. If the child or dependent adult is not in danger, PS makes every effort to examine the
child or dependent adult within 24 hours. PS notifies the member's case manager, health home coordinator or
community-based case manager when ar investigation has been initiated to ensure they are aware of the alieged
abuse, and to ensurs that additional services can be added or that changes can be made to the member’s plan of care
if needed. PS provides an evaluation report within twenty davs of receipt of the report, which includes necessary
actions, and/or an assessment of services needed. The Cenfral Registry of Abuse and County Atiorney alse receives
PS reparts. For both child and dependent adult abuse cases, the member and/or the family are notified of the resulis
in writing by DHS as scon as the investigation has concluded. This applies to both individuals enrolied in fee-for-
service or managed care.

f the incident is a situation that has caused, or is likely to cause a serious injury, unpairment, or abuse to the
member, and if PS has completed, or is in the process of conducting, an investigation the HCBS specialist
coordinates activities with PS to ensure the safety of the member is addressed. If PS is not investigating, and
immediate jeopardy remains, the member’'s case manager, health home coordinator, or community-based case
manager is notified immediately to coordinate services, and the HCBS Speciaiist mitiates a review within two
working days of receipt of the report, If it is determined that immediate jeopardy has been removed or not present,
review by the HCBS Specialist is initiated within twenty working days of receipt of report. The HCBS Specialist
prepares a report of findings within thirty days of the investigation being completed and presents it to the BLTC, the
provider, and interesied stakeholders (i.e., members, guardians, etc.). These timelines apply to both individuals
enrolled in fee-for-service or managed care.

The BLTC meetis biweekly to review critical incident reports of child and dependent adult abuse and member deaths
that have been reported through the critical incident reporting process. DHS reviews, and if needed, requests
information for foliow through and resolution of the abuse allegation and member deaths from the case manager,
health home coordinator, community-based case manager, or HCBS Specialist. Requests for mformation are
forwarded o the case manager, health home coordinator or community-based case manager to verify any needed
changes and confirm that follow-up has occurred with the member (i.e., changes to a plan of care or the safety or risk
plan as necessary). If additiona! information or actions are required of a provider, the HCBS Specialist works
directly with the provider to ensure that performance issues identified in the incident report are addressed. The
HCBS Specialist uses the provider’s Self-Assessment as the foundation of the review to assure that accuracy in the
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Seli-Assessment and io identify any corrective actions that may be required. The HCBS Specialist generates a
report of findings within thirty days of the completion of any review requiring corrective actions.

Information requests o the case manager, heatth home coordinator, community-based case manager, or HCBS
Specialist for follow up are tracked by the HCBS Unit on a weekly basis until the situation has been resoived. DHS
implemented a web-based critical incident reporting sysiem Sepiember 1, 2009, that significantly enhanced the
State’s ability to track and trend the discovery, remediation, and improvement of the critical incident reporting
process. Revisions have been made to the system based on data collection and feedback from users, further
enhancing the process. Incidents are reviewed by the HCBS Quality Oversight Unit within one business day of
report and forwarded fo the case manager, health home coordinator or community-based case manager as needed to
coordinate any follow-up and communication with the member, provider, and/or family/legal guardian. Incidents
that lead to targeted review will inittate investigation by the HCBS Quality Oversight Unit within one business

day. Findings reports are submitied to the Quality Assurance Manager within 15 days of investigation

completion. Once the finding report is approved by the Quality Assurance Manager, the findings report is sent to the
provider and case manager, health home coordinator, community-based case manager, or HCBS Specialist.

MCOs are responsible for developing and implementing critical incident management systems in accordance with
the DHS requirements. Specifically, MCOs must maintain policies and procedurss, subject to DEHS review and
approval, that: (1) address and respond to incidents; (2) report incidents to the appropriate entities per required
timeframes; and (3) track and analyze incidents, This information is utilized to identify both case-specific and
svstemic trends and patierns, 1dentify opportimities for improvement and develop and implement appropriate
strategies ic reduce the occurrence of incidents and improve the quality of care. Tramming must be provided 1o ail
internal staff and network providers regarding the appropriate procedures for reporting, responding to, and
documnenting critical mcidents. Network providers must provide traiming to direct care staff regarding the
appropriate procedures for reporting, responding fo, and documenting critical incidents.

Finally, MCOs must identify and track, review and analyze critical incidents to identify and address quality of care
and/or health and safety issues. MCOs must also reguiarly review the number and types of incidents and findings
from investigations, in order to identify rrends. patterns, and areas for improvement. Based on these findings, the
MCO must develop and Implement strategies to reduce the occurrence of critical incidents and improve the quality
of care delivered to members. Consistent with 441 Iowa Administrative Code 77.25 (3}, the foliowing process is
followed when a major incident occurs or a staff member becomes aware of a major incident:
(1) The staff member involved shall notify the following persons of the incident by the end of the next calendar day
after the mcident:
a. The staff member’s supervisor.
b. The member or the member’s legal guardian, EXCEPTION: Notification to the member is
required only if the incident took place outside of the provider’s service provision.
Notification to a guardian, if any, is always required.
¢. The member’s case manager.

(2) By the end of the next calendar day after the incident, the staff member who observed or first became aware of
the incident shall also report as much information as is known about the incident to the member’s managed care
organization or for members not enrolied with a MCO, the department’s bureau of long-term care either:
a. By direct data entry into the Iowa Medicaid Provider Access System, or
b. By faxing or mailing Form 470-4698, Critical Incident Report, according to the
directions on the form.

{3) The following information shall be reported:

a. The name of the member involved.
b. The date and time the incident occurred.
¢. A description of the incident.
d. The names of all provider staff and others who were present at the time of the
incident or whe responded after becoming aware of the incident. The confidentiality of other members or
nonmembers who were present must be maintained by the use of initials
or other means.
e. The action that the provider staff took to manage the incident.
L. The resoiution of or follow-up io the incident.
2. The date the report is made and the handwritien or electronic signature of the person
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making the report.

H the critical incident invokves the report of child or dependent adult abuse, it is mandatory that this type of critical
incident is reported to DS Protective Services.

If the critical incident does not involve child or dependent adult abuse, it will be reviewed by the MCO. The MCO
will noiify the member and/or the famiiv of the results upon conclusion of the investigation, on or within 30 days.

e. Responsibility for Oversight of Critical Incidents and Events. Identify the State agency {or agencies) responsible
for overseeing the reporting of and response to critical incidents or events that affect waiver participants, how this
oversight is conducted, and how frequently.

DHS has oversight for monitoring incidents that affect all waiver members. An HCBS Quality Assurance and
Technical Assistance Unif reviews all critical incident reports as soon as they are reported io DHS. All critical
mneidents are tracked in a critical incident database that tracks the date of the event, the specific waiver the member is
enrolied in, the provider (if applicable), and the nature of the event, and follow up provided.

If the incident has caused or is likely to cause a sertous injury, impairment, or abuse to the member, and if PS has
compieted or is in the process of condocting an investigation, the HCBS Specialist will coordinate with PS. If' PS is
not mvestigating, the FICBS Specialist will begin an on-site review within twoe working davs of receipt of the report.
If it is determined that the member has been removed from immediate jeopardy, the review is initiated with in
twenty working days of receipt of report. For other non-jeopardy incidents, a review is initiated within twenty days.

The HCBS Quality Assurance and Technical Assistance Unit meets biweekly to review data tracked in the critical
incident database and to decide if policy changes or additional training are needed. Data is compiled and analyzed in
attermpt to prevent future incidents through identification of system and provider specific training needs, and
individual service plan revisions.

Appendix G Participant Safeguards
Appendix G-2: Safeguards Concerning Restraints and Restrictive Interventions
{1 ol3)

a. Use of Restraints. (Select one): (For waiver actions submitted before March 2014, responses in Appendix G-2-a will
display information for both restrainis and seclusion. For most waiver actions submitted after March 2014, responses
regarding seclusion appear in Appendix G-2-c.)

" The State does not permit or prohibits the use of resiraints

Specify the State agency (or agencies) responsible for detecting the unauthorized use of restramnts and how this
oversight 1s conducted and its frequency:

‘& The use of restraints is permitted during the course of the delivery of waiver services. Complete Items G-2-
a-i and G-2-a-il.

i. Safegunards Concerning the Use of Restraints. Specify the safeguards that the State has established
concerning the use of each type of restraint (i.c., personal restraints, drugs used as restraints, mechanical
restraints). State laws, regulations, and policies that are referenced are available to CMS upon request
through the Medicaid agency or the operating agency (if applicable).

The DIIS policy regarding restraints is as follows and applies to all types of restraints that may be used
by waiver providers. The policy described in this section applies regardless of deiivery system (i.e., FFS
or MCO), and MCOs are contractually obligated to adhere.

Restraints include, but are not limited to, personal, chemical, and mechanical methods used for the

purpose of controlling the free movement of an individual’s body. Chermical restraints are most
commonly used to calm an individual down in moments of escalation. Other examples of restraints
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include, but are not limited o, holding & person down with one’s hands, tving an individual to a bed,
using a straight jacket or demobilizing wrap. As 2 rights limitation, the restraint procedures must be
agreed to by the mterdisciplinary teamn and identified in the member’s plan of care (441 lowa
Administrative Code Chapter 83). All incidents of restraints must be documented in a member’s fiie
and reported as 2 critical incident.

Per 441 lowa Administrative Code Chapter 77.25(4), providers “shall have in place a system for the
review, approval, and implementation of ethical, safe. humane, and efficient behavioral intervention
procedures. All members receiving home- and community-based habilitation services shall be afforded
the protections imposed by these rules when any restraint, resiriction, or behavioral intervention is
implemenied.

- The systemn shall include procedures to inform the member and the member’s legal guardian of the
restraint, restriction, and behavioral intervention policy and procedures at the time of service approval
and as changes occur,

- Restraint, restriction, and behaviora! intervention shall be used only for reducing or eliminating
matadaptive target behaviors that are identified in the member’s restraing, restriction, or behavioral
mtervention program.

- Restraint, restriction, and behavioral infervention procedures shall be designed and implemenied only
for the benefit of the member and shall never be used as punishment, for the convenience of the staff, or
as a substitute for a nonaversive program.

- Restraint, restriction, and behavioral intervention programs shall be time-limited (maximum one year)
and shall be reviewed at least quarterly.

- Corporal puniskment and verbal or physical abuse are prohibited.”

These safeguards are the same regardless of what resiraints are used. All restraints must also be
consistent with the Children’s Health Act of 2000 and other applicable Federal laws. All members
served under an HCBS waiver service shall be afforded the protections imposed by these

requirements. Any provider contracting with DHS to provide waiver services must conduct its activities
in accordance with these requirements. Restraint procedures may be designed and implemented only for
the benefit of the member and may never be used merely as punishment or for the convenience of the
staff or as a substituie for a non-aversive program.

Physical and chemical restraints may be allowed depending on the provider’s agency policy to ensure
that there is an accompanying behavioral intervention plan, docurnentation of each instance, and
monitoring of its use. These types of restraints must be considered on an individual basis after the
interdiscipiinary team reviews them. and entered into the written plan of care with specific iime lines. If
a member were placed in a closed room the time frame would need 1o be determined on an individual
basis and spelled out in the service plan. The provider would need to document the use of this restraint
in the member’s service file each time it was utilized by staff. The provider would be required fo have a
written poiicy approved by DHS on the supervision and monitoring of members placed in a closed
room, for example monitoring on 2 fifteen minute basis to assure the health and welfare of the mamber,

Restraint procedures may onty be used for reducing or eliminating maladaptive target behaviors that are
identified in the member’s Behavioral Intervention Program. For the purposes of decelerating
maladaptive target behaviors a Behavioral Intervention Program includes at least the following
COMpPONents:

- A clear objective description of the maladaptive target behavior 1o be reduced or eliminated.

- A clear objective description of the incompatible or aliernative appropriate response, which will be
reinforced.

- A list of resiraints and behavioral interventions ufilized to teach replacement behaviors that serve the
same behavioral function identified through a functional analysis or review of the maladaptive target
behaviors. Restraints and behavioral interventions may only be utilized to teach replacement behaviors
when non-aversive methods of positive support have been ineffective.

- A baseline measurement of the level of the target behavior before intervention.

Anry provider employee who impiements an aversive procedure must be able to carry out the procedure

ag it is written. Stalf must be irained and exhibit proficiency as described below before administering
restraints. An emplovee’s ability to impiement a procedure must be documented in one of the following

https://wms-mmdl.cms.gov/WMS/faces/protected/3 5/print/PrintSelector.jsp 4/12/2018



Appendix G: Waiver Draft [A.006.06.00 - Aug 01, 2018 Page 7 of 32

Ways:

- A program staff person may observe each employee in a role-play situation in order to document his or
her ability to implement the procedure as written.

- Supervisory personnel from the provider may provide documentation of employees’® ability to
tmplement a procedure if the following conditions are met: (i) the supervisor’s ability to implement the
procedure has been documented by a program staff person; (ii) the supervisor observes each emplovee
in a role play situation and documents the employes’s ability o implement the procedure; and (it the
provider maintains a list of those employees who have been observed and are considered capable of
itaplementing the procedure. The list should specify the dates that an employee demonstrated
competency and the name of staff that certified the employee.

- Implementation of a program to alter an individual’s behaviors.

Restraints and behavioral imtervention procedures must be implemented by systematic program review.
It must ensure that 2 member’s right to be free from aversive, intrusive procedures is balanced against
the member’s interests in receiving services and treatment whenever a decision regarding the use of
aversive procedures 1s made. Any decision to impiement a program to alter an member’s behavior must
be made by the interdisciphinary team and the program must be described fully as a Behavioral
Intervention Program incorporated into the member’s service plar and the case manager, integrated
heaith home coordinator, or community-based case manager’s plan of care. In general, the Behavioral
Intervention Program must meet the following minimum requirements:

- Show that previous attempts 10 modify the maladaptive target behavior using less restrictive
procedures have not proven to be effective, or the situation is so serious that a restrictive procedure is
immediately warranted.

- The proposed procedure is a reasonable response te the member’s maladaptive target behavior.

- Emphasize the development of the functional atternative behavior and positive approaches and pesitive
behavior intervention.

- Use the least restriciive intervention possible.

- Ensure the health and safety of the individua! and that abusive or demeaning intervention 1s expressly
prohibited.

- Be evaluated and approved by the interdisciplinary team through quarterly reviews of specific data on
the progress and effectiveness of the procedures.

Documentation regarding the behavior program must include:

- A Restraint and Behavioral Intervention Program that is a part of the written individual service plan
devejoped by the member’s case manager. integrated health home coordinator, or community-based
case manager, and in the provider plan of cars developed for the membes.

- Approval by the member’s interdisciplinary team, with the written consent of the member’s parent if
the member is under eighteen years of age. or the member’s legal guardian if one has been appointed by
the court.

- A written endorsement {rom a phyvsician for any procedure that might affect the member’s health.

- A functional analysis that is defined as, and includes, the following components: (i) clear, measurabie
description of the behavior to include frequency, duration, infensity and severity of the behavior; (ii)
clear description of the need to alter the behavior; an assessment of the meaning of the behavior, which
includes the possibility that the behavior is an effort to communicate, the result of medical conditions or
environmental causes; or the result of other factors; (iii) description of the conditions that precede the
behavior in question; (iv) description of what appears to reinforce and maintain the behavior; and (v} a
clear and measurable procedure, which will be used to alter the behavior and develop the functional
alternative behavior.

- Documentation that the member, the guardian, and interdisciplinary team are fully aware of and
consent to the program in accordance with the interdisciplinary process.

- Documentation of ali prior programs used to eliminate a maladaptive target behavior.

- Documentation of staff training.

Behavioral Intervention Programs shall be time limited and reviewed at least quarterly. Restraints must
be considered on an individual basis after they are reviewed by the interdisciplinary team and eniered
into the written plan of care with specific time lines. All restraints are expiained to the member and

their legal representative and agreed upon ahead of time.

Unauthorized use of restraints would be detected via:
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it

- interviews with the member, their family and staff and case manager, iniegraied health home
coordinator, or coinmunity-based case manager;

- through review of critical incident reports by DHS and member’s case manager, integrated health
home coordinaror, or community-based case manager on a daily basis;

- DHS and case manager, iniegrated health home coordinator, or community-based case manager review
of written documentation authored by provider staif;

- through the annual review activities associated with the provider Self-Assessment process;

-and by reports from any interested party {complaints}.

Reviews may inciude desk reviews where the department requests member’s records to be reviewed or
onsite where the department or deparument designee goes onsite to review documentation. One hundred
percent of waiver providers are reviewed at least once every five years to ensure that the DHS policy for
each type of agency identified restraint is observed and member rights are safeguarded. If it s found
thar a waiver provider is not observing DHS policy or ensuring a member’s rights, adverse action is
taken by the IME, which may include sanction, termination, reqguired corrective action, etc.

The member’s case manager, infegrated health home coordinator, or community-based case manager is
responsible te monitor individual plans of care including the use of restraints and behavioral
interventions.

State Oversight Responsibility. Specify the State agency {(or agencies) responsible for overseeing the
use of restraints and epsuring that State safeguards concerning their use are followed and how such
oversight 1 conducted and its frequency:

The first line of resporsibility for overseeing the use of restraints and ensuring safeguards are in place is
the member’s case manager, miegraied health home coordinator, or community based case

manager. The use of restraints roust be assessed as needed and identified in the mdividual member’s
service plan. The use of restraints would aliso require the development and implementation of a
behavior plan and the plan would be included in the member’s service plan. The case manager,
integrated health home coordimator, or community based case manager is responsible for monitoring the
service plan to assure that supports and services in the service plan are being implemented as identified
in the service plan. Any issues with the use of restraints would be addressed with the provider of service
and corrected as needed.

The State also contracts with the HCBS Quality Assurance and Technical Assistance Unit to oversee the
appropriateness, provider policies and procedures, and service plan components associated with
restraints. The Umnit conducts periodic reviews of 100% of enrolled waiver service providers to ensure
that policies and procedures are consistent with State and federal rule, regulations, and best

practices. Fuarther, the Unit exarnines member files, and conducts targeted reviews based on compiaints,
io ascertain whether reswaints are appropriately incorporated inte the service plan, such that restraints
are only implemented as designated in the plan (who, what, when, where, why. and how). If the Unit
discovers that the provider is less than compliant, the provider is required to complete a corrective action
plan {CAP) and implement the CAP to 100% compiiance. 1fit is found that the circumstances are more
serious, recommendations are made to PS and possible sanctions (suspensiot, probation, termination,
etc.) may apply.

All waiver service providers are required to submit major incident reports. Categories within the
incident report include inappropriate use of restraints. For fee-for-service members these reports are
entered into IMPA, triggering miilestones in ISIS that alert case managers and integrated health home
coordinators, and prompting the HCBS Incident Reporting Specialist to conduct a review of the
incident. Ifit is found that the incident demands further investigation, the 1ssue is passed to the Unit for
a targeted review. If the Unit discovers that the provider is less thap compliant in areas surrounding the
use of restraints, the provider is required to complete a corrective action plan (CAP) and implement the
CAP to 100% compliance. If it is found that the circumstances are more serious, recommendations are
made to PS and possible sanctions {suspension, probation, iermination, etc.) may apply.

The HCBS Quality Assurance and Technical Assistance Unit is aiso responsible for conducting IPES
interviews with waiver members. The IPES 100l has been expanded based on the federal PES tool and
thought to capture a more comprehensive view of lowa's waiver population needs and issues. The IPES
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tool incorporates the saven principles of the Quality Framework and is able to adjust based on the
member interviewed and service enrollment. HCBS Specialists conduct mterviews either face-to-face or
via telephone, at the discretion of the waiver member. All waiver members have the tight to decline
interview. The results of these mterviews are presented to the state on a guarterly basis.

Fally, the Unit compiles all data related {0 incidents reported in IMPA associated with the
inappropriate use of resiraints, as well as data from periodic and targeted provider reviews conducted by
the Unit. Data is anaiyzed to identify rends and patters and reported on a monthly and quarterly basis
to DHS. Trends are used. along with those established in the monthly State A Committee, to guide the
dissemination of Informational Letters and revisions to State Administrative Rules.

MCO Community based case managers are responsible for monitoring service plans to assure that
supports and services in the service plan are being implemented as identified in the service plan. Any
issues with the use of restraints would be addressed with the provider of service and correciad as
needed. In addition, MCOs must identify and track critical incideunts, regularly review the number and
types of incidents and findings from investigations, and develop and implement strategies to reduce the
occurrence of critical incidents and improve the quality of care delivered to members, MCOs are
reguired to follow the process outiined at 441 lowa Administrative Code 77.25 (3) for reporting major
mcidents. The State maintains ultimate oversight through the mechanisms identified in the submitted
amendment (i.e.. HCBS Quality Assurance and Technical Assistance Unit, critical incident review, eic.).

Appendix G: Participant Safeguards

Appendix G-1: Safeguards Concerning Restraints and Restrictive Interventions
(2 of 3)

b. Use of Resirictive Interventions. (Select one);

" The State does not permit or prohibits the use of restrictive interventions

Specify the State agency (or agencies) responsible for detecting the unauthorized use of restrictive mferventions
and how this oversight is conducted and its frequency:

‘€ The use of restrictive interventions is permitied during the course of the delivery of waiver services
Complete Items G-2-b-1 and G-2-b-1L.

i. Safeguards Concerning the Use of Restrictive Interventions. Specify the safeguards that the State has
i effect concerning the use of interventions that restrict participant movement, participant access to other
mmdividuals, locations or activities, restrict participant rights or employ aversive methods (not including
restraints or seciusion) to modify behavior. State laws, regulations, and policies referenced in the
specification are available to CMS upon request through the Medicaid agency or the operating agency.

FFS and MCO

A restrictive intervenfion is an action or procedure that imposes a restriction of movement, that limits a
member’s movement, access to other individuals, locations or activities, or restricts a member’s

rights. 441-1AC 77.25(4) describes restrictive interventions as restraints, restrictions and behavioral
intervention.

The DHS policy regarding restrictive interventions is as follows, and applies to all types of restrictions
that may be used by waiver providers. A resirictive intervention is an action or procedure that limits
member’s movement, access to other individuals, locations or activities, or restricts a member’s rights.
The use of any restrictive Interventions as part of the walver program is treated as rights limitations of
the member receiving services. As a rights limitation, the restriciive interventions must be agreed to by
the interdisciplinary team and identified in the member’s plan of care (441 lowa Administrazive Code
83.67(4)).

Per 441 lowa Administrative Code Chapter 77.25(4}, providers “shall have in place a system for the
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review, approval, and impiementation of ethical, safe, humane, and efficient behavioral intervention
procedures.” All members receiving home- and community-based habilitation services shall be afforded
the protections imposed by these rules when any restraint, restriction, or behavioral intervention is
implemented.

a. The system shall include procedures to informe the member and the member’s legal guardian of the
restramt, restriction, and behavioral intervention policy and procedures at the time of service approval
and as changes occur.

b. Restraint, restriction, and behavioral intervention shall be used only for reducing or eliminating
maladaptive target behaviors that are identified b the member’s restramt, restriction, or behavioral
intervention program.

¢. Restraint, restriction, and behavioral intervention procedures shall be designed and implementied only
for the benefit of the member and shall never be used as pumishment, for the convenience of the staff, or
as a substitute for a nonaversive program.

d. Restraint, restriction, and behavioral intervention programs shail be time-limited and shall be
reviewed at lzast quarterly.

e. Corporal punishment and verbal or physical abuse are prohibited.”

These safegriards are the same regardless of what restrictions are used. All restrictions must also be
consistent with the Children’s Health Act of 2000 and other applicable Federal laws. All members
served under an HCBS waiver service shall be afforded the protections imposed by these requirements.
Any provider contracting with DHS te provide waiver services must conduet ifs activities in accordance
with these requirements. Restrictions may be designed and implemented onlv ior the bepefit of the
member and may never be used merely as punishment or for the convenience of the staff or as a
substituie for a non-aversive prograt.

The case manager, health home coordimator, or community-based case manager has the responsibility to
assess the need for the restrictive interventions, identify the specific restrictive intervention, explain why
the intervention s being used, identify an intervention plan, onitor the use of the restrictive
intervention, and assess and reassess need for continued use. The service plan authorizes the services to
be delivered to the member and identifies how they are to be provided. Without the authorization,
services cannot be provided to a member.

Providers are required to use the service plan as the basis for the development and implementation of the
providers’ treatment plan. The provider is responsible for developing a plan to meet the needs of the
member and 1o train alt staff on the implementation strategies of the treatment plan, such that the
interventions are individualized and in accordance with the previously devised plan. Providers and the
case manager. heaith home coordinator, or community-based case manager are responsible for
documenting all behavioral interventions, including restrictive interventions, in the service plan as well
as the member’s response to the intervention. Providers and case manager, health home coordinator, or
community-based case manager are also required to submit critical incident reports to the BLTC care,
via the IMP A, any time a restrictive intervention 1s utilized.

Providers are required to mainfain a system for the review, approval and implementation of ethical, safe,
humane and efficient behavioral intervention procedures, that inform the member and his/her legal
guardian of the behavioral intervention policy and procedures at the time of entry into a facility and as
changes oceur. Non-aversive methods of intervention must be designed and utilized as the option of first
use, prior to design or implementation of any behavioral intervention containing aversive iechniques.

Behavioral intervention procedures may be designed and implemented only for the benefit of the
member and may never be used merely as punishment or for the convenience of the staff or as a
substitute for a nonaversive program. Behavioral intervention procedures may only be used for reducing
or eliminating maladaptive target behaviors that are identified in the member’s Behavioral Intervention
Program. Corporal punishment and verbal or physical abuse are prohibited. Restrictions may only be
used for reducing or ehminating maladaptive target behaviors that are identified in the member’s
Behavioral Intervention Program. For the purposes of decelerating maladaptive target behaviors a
Behavioral Intervention Program includes at least the following components:

- A clear objective description of the maladaptive target behavior to be reduced or eliminated.

- A clear objective description of the incompatible or alternative appropriate response, which will be
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reinforced,

- A list of restriciions and behavieral terventions utilized ic teach replacement behaviors that serve the
same behavioral function identified through a functional analysis or review of the maladaptive target
behaviors. Restrictions and behavioral interventions may only be utilized to teach replacement behaviors
when non-aversive methods of positive support have been ineffective.

- A baseline measurement of the level of the target behavior before intervention.

Any provider emplovee who implements an aversive procedure must be able to carry out the procedure
as it is written. A person’s ability to implement a procedure must be documented in one of the following
ways;

- A program staff person may observe each person mn a role-play situation in order to document his or
her ability to Impiement the procedure as written,

- Supervisory personngl from the provider may provide documentation of employees” ability to
implement a procedure if the following conditions are met: {i) the supervisor’s ability to implement the
procedure has beep documented by a program staff person; (i) the supervisor observes each employee
in a role play

situation and documents the emplovee’s ability to Implement the procedure; and (iii) the provider
maiutains a list of those emplovees who have been observed and are considered capable of
mmplementing the procedure. The fist should specify the dates that an empiovee demonstrated
competency and the name of staff that certified the employee.

- Implementation of 2 program to alter an member’s behaviors.

Restrictions and behavioral infervention procedures must be implemented by systematic program
review. It must ensure that a member’s nght ic be free from aversive, mtrusive procedures is balanced
against the member’s interasis In receiving services and treatment whenever a decision regarding the use
of aversive procedures is made. Any decision to implement a program to alter a member’s behavior
must be made by the interdisciplinary team and the program must be described fully as 2 Behavioral
Intervention Program incorporated into the member’s service plan and the case manager, health home
coordinator, or community-based case manager’s plan of care. In general, the Behavioral Infervention
Program must meet the following minimum requirements;

- Show that previous attempts to modify the maladaptive target behavior using less restrictive
procedures have not proven to be effective, or the situation is so senous that a restrictive procedure is
immediately warranted.

- The proposed pracedure is a reasonable response to the member’s matadaptive target behavior.

- Emphasize the development of the functional alternative behavior and positive approaches and positive
behavior interventiorn.

- Use the least restrictive intervention possible.

- Ensure the heaith and safety of the member and that abusive or demeaning intervention is expressky
prohibited.

- Be evaluated and approved by the interdisciplinary team through quarterly reviews of specific data on
the progress and effectiveness of the procedures.

Diocumentation regarding the Behavioral Intervention Program must inciude:

- Approval by the member’s interdisciplinary team, with the written consent of the member’s parent if
the member is under eighteen years of age, or the member’s legal guardian if one has been appointed by
the court.

- A written endorsement from a physictan for any procedurs that might affect the member’s heaith.

- A functional analysis that is defined as, and inciudes, the following components:

(1) clear, measurable description of the behavior to include frequency, duration, intensity and severity of
the behavior;

(i} clear description of the need to alter the behavior,; an assessment of the meaning of the behavior,
which wncludes the possibilify that the behavior is an effort to commumnicate, the result of medical
conditions or environmental causes; or the result of other factors;

(iit} description of the conditions that precede the behavior in guestion;

{(iv) description of what appears to reinforce and maintain the behavior; and

{v}) a clear and measurable procedure, which will be used 1o alter the behavior and develop the
functional alternative behavior.

- Documentation that the member, the guardian, and mterdisciplinary team are fully aware of and
consent to the program in accordance with the interdisciplinary process.
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- Drocumentation of all prior programs used to eliminate a maladapiive target behavior,
- Documentation of staff training.

Behavioral Intervention Programs shall be time limited and reviewed at least quarterly. Restrictions
must be considered on an individual basis after they are reviewed by the interdisciplinary team and
entered into the writien plan of care with specific time lines. All restrictions are explained 1o the member
and their legal representative and agreed upon ahead of tume, Unauthorized use of restrictions would be
detected via interviews with the member, their family and staff and case manager, health home
coordinator, or community-based case manager; through review of critical incident reports by DHS and
member’s case manager, health home coordinator, or community-based case manager on a daily basis;
DHS and case manager, health home coordinator, or community-based case manager review of written
documentation authored by provider staff, through the annual review activities associated with the
provider Self-Assessment process; and by reports from any inferested party (complaints),

Reviews may include desk reviews where the departmment requests member’s records 1o be reviewed or
onsite where the department or depariment designee goes onsite to review documentation. One hundred
percent of waiver providers are reviewed at least once every five years to ensure that the DHS policy for
each type of agency identified resiriction is observed and member rights are safeguarded. If It 1s found
that a waiver provider is not observing DXHS policy or ensuring 2 member’s rights, adverse action is
taken by the IVME, which may include sanction, termination, raquired corrective action, efc.

The HCBS Quality Assurance and Technical Assistance Unit is also responsible for conducting IPES
interviews with waiver members. The IPES tool has been expanded based on the federal PES tool and
thought te capture a more comprehensive view of lowa's waiver population nseds and issves. The IPES
tool incorporates the seven principles of the Guality Framework and is able to adjust based on the
member interviewed and service enrollment. HCBS Specialists conduct interviews either face-to-face or
via telephone, to the discretion of the watver member. All waiver members have the right to decline
interview, The results of these interviews are presented to the state on & quarterly basis,

The member’s case manager, health home coordinator, or conmmunity-based case manager, 15
responsible to monitor individual ptans of care including the use of restrictions and behavioral
imerventions.

State Oversight Responsibility. Specify the State agency (or agencies) responsible for monitoring and
overseeing the use of restrictive interventions and how this oversight 1s conducted and its frequency:

A restrictive miervention is an action or procedure that imposes a restriction of movement, that limits a
participant’s movement, access {o other individuals, locatlons or activities, or resiricts a participant’s
rights, 441-IAC 77.25(4) describes restrictive interventions as restraints, restrictions and bebavioral
mtervention. Per the description of restrictive interventions noted in the application (G-2-b-i)above,
lowa will nead to review its inciusion of restraint as a restrictive intervention.

The first line of responsibility for overseeing the use of restrictive mmterventions and ensuring safeguards
are in place is the member's case manager, integrated health home care coordinator, or community based
case manager. 1he use of restrictive interventions must be assessed as needed and identified in the
individual member’s service plan. The use of restrictions would also require the development and
implementation of a restrictive intervention plan and the plan would be ncluded in the participant’s
service plan. The member's case manager, integrated health home care coordinater, or community based
case manager is responsible for monitoring the service plan to assure that supports and services in the
service plan are being implemented as identified in the service plan. Anpy issues with the use of
restrictive interventions would be addressed with the provider of service and correcied as needed.

The State contracts with the HCBS Quality Assurance and Technical Assistance Unit to oversee the
appropriateness, provider policies and procedures, and service plan components associated with
restrictions. The Unit conducts periodic reviews of 100% of enrolled walver service providers to ensure
that policies and procedures are consistent with State and federal rule, regulations, and best

practices. Further, the Unit examines member files, and conducts targeted reviews based on complaints,
to ascertain whether restrictions are appropriately incorporated into the service plan, such that
restrictions are onty implemented as designated n the plan (who, what, when, where, why, and how). If
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the Unit discovers that the provider is less than compliant, the provider is required to complete a
corrective action plan (CAP) and implement the CAFP to 100% compliance. If it s found that the
circumsiances are more serious, recommendations are made 1o PS and possible sanctions (suspension,
probation, termination, etc.) may apply.

All waiver service providers, regardiess if serving FFS or MCO members, are required to submit major
incident reports. Categories within the incident report include inappropriate use of resirictions.

FFS

For FFS members, protvder reports of resirictive inferventions are enfered into IMPA, which trigger
milestones in [SIS for fee-for-service members. These triggers alert case managers and integrated health
home care coordinators, and prompt the IME HCBS Incident Reporting Specialist to conduct a review
of the restrictive intervention. f it is found that the restrictive intervention demands further
investigation, the issue is passed to the HCBS Unit for a targeted review. If the Unit discovers that the
provider is less than compliant in areas smrounding the use of restrictions, the provider 1s required to
complete a corrective action plan (CAP) and implement the CAP t¢ 100% compliance. If it is found that
the circumstances are more serious, recommendations are made 1o the IME Program Integrity Unit for
possible sanctions that may apply.

MCO

For MCO members, provider reports are eniered into the designated MCO critical incident reporting
gystem. in the MCO system and processes, MCC CBCMs are alerted along with the MCO Critical
incident Reporting Specialist fo conduct a review of the resinictive intervention. Processes for targeted
review, provider corrective actions and Pl referral, if warranted, are followed as discussed in the FFS
Process.

JPES INTERVIEWS

The HCBS Quality Assurance Unit is also responsibie for conducting IPES interviews for FFS
members. The MCOs conduets the same IPES interviews for MCO members. The IPES tool has been
expanded based on the federal PES tool and thought fo capture a more comprehensive view of lowa's
waiver population needs and issues. The IPES fool incorporates the seven principies of the Quality
Framework and is able to adjust based on the individual interviewed and service enrollment. IPES
interviews are conducted either face-to-face or via telephone at the discretion of the waiver member. All
waiver members have the right to decline an interview. The results of these interviews are presented 1o
the state on a guarterly basts.

Finally, the HCBS Unit compiles all data related to incidents associated with the inappropriate use of
restrictions, as well as data from periodic and targeted provider reviews. Dalz is analyzed to identify
trends and patterns and reported on a monthlty and quarterly basis to DHS. Trends are used, along with
those established in the monthly State QA Committee, to guide the dissemination of Informationat
Letiers and revisions to State Administrative Rules.

MCO Community based case managers are responsible for monitoring service plans to assure that
supports and services in the service plan are being impiemented as identified in the service plan. Any
issues with the use of restrictive interventions would be addressed with the provider of service and
correcied as needed. In addition, MCOs must identify and track critical incidents, regularly review the
number and types of incidents and findings from investigations, and develop and tmplement strategies to
reduce the occurrence of critical incidents and improve the quality of care delivered to members, MCOs
are required to follow the process outlined at 441 Iowa Administrative Code 77.25 {3) for reporting
major incidents. The State maintains ultimaie oversight through the mechanisms identified in the
submitted amendment (i.e., HCBS Quality Assurance and Technical Assistance Unit, critical incident
review, etc.).

Appendix G: Participant Safeguards

Appendix G-1: Safeguards Concerning Restraints and Restrictive Interventions
(3 of 3)
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e, Use of Seclusion. (Selecr onej: (This section will be blank for waivers submitied before Appendiz G-2-¢ was added to
WMS in March 2014, and responses for seclusion will displav in Appendix G-2-a combined with information on
restraints.}

. The State does not permit or prohibits the use of seclusion

Specify the State agency {or agencies) responsible Tor detecting the unauthorized use of seclusion and how this
oversight is conducted and its frequency:

# The use of seclusion is permitted during the course of the delivery of waiver serviees. Complete Items G-2-
c-i and G-2-c-ii.

i. Safeguards Concerning the Use of Seelusion. Specify the safeguards that the State has established
conceriting the use of each type of seclusion. State laws, regulations, and policies that are referenced are
available to CMS upon request through the Medicaid agency or the operating agency (if applicable).

The DHS policy regarding seclusion 1s as follows, and applies to all types of seclusions that may be used
by waiver providers, regardiess of delivery svstem (L.e., FF5S or MCQ) Examples of seclusion include
but are not limited o lockmg an member in a room, locking an member out of an arsa of their residence,
or limiting community time. All incidents of seclusion must be documented in the member's service
record and reported to the IME as 2 critical incident. As a rights limitation, the seclusion procedures
must be agreed to by the Interdisciplinary team and identified in the member’s plan of care (441 Towa
Administrative Code Chapter 83). All incidents of seciusion must be documenied i & member’s file and
reported as a critical incident.

Per 441 lowa Admintstrative Code Chapter 77.25(4), providers “shall have in place a system for the
review, approval, and implemeuntation of ethical, safe, humane, and efficient behavioral intervention
procedures.”" All members receiving home- and community-based habilitation services shall be afforded
the protections imposed by these rules when any restraint, restriction, or behavioral ntervention is
implemenied.

a. The system shall include procedures te inform the member and the member’s legal guardian of the
restraint, restriction, and behavioral intervention policy and procedures at the time of service approval
and as changes occur.

b. Restraint, restriction, and behavioral intervention shall be used only for reducing or eliminating
maladaptive target behaviors that are identified in the member’s restraint, restriction, or behavioral
intervention program.

c. Restraint, restriction, and behavioral intervention procedures shall be designed and Implemented only
for the benefit of the member and shall never be used as punishment, for the convenience of the staff, or
as a substitute for a nonaversive program.

d. Restraint, restriction, and behavioral miervention programs shall be time-limited and shall be
reviewed at least quarterly.

e. Corporal punishment and verbal or physical abuse are prohibited.”

The same standard is used for seclusion as a restrictive mtervention. All seclusions must also be
comsistent with the Children’s Health Act of 2000 and other applicable Federal laws. All members
served under an HCBS waiver service shall be afforded the protections imposed by these

requirements. Any provider contracting with DHS to provide waiver services must conduct its activities
in accordance with these requirements. Seclusion procedures may be designed and implemented only
for the benefit of the member and may never be used merely as punishment or for the convenience of the
staff or as & substitute for a non-aversive program.

Seclusion may be allowed depending on the provider’s agency policy o ensure that there is an
accomparying behavioral intervention plan, documentation of each instance, and monitoring of its use.
Seclusion can be considered on an individual basis after the interdisciplinary team reviews them, and are
entered into the written plan of care with specific time lines. If a member were placed in a closed room,
the time frame would need to be determined on an individual basis and spelled out w the service plan.
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The provider would need to document the use of this seclusion in the member’s service file each time It
was utilized by staff. The provider would be required o have a written policy approved by DHS on the
supervision and monitoring of metnbers placed i a closed room, suck as monitoring on a fifieen mimute
basis to assure the health and welfare of the member.

Sechusion procedures may only be used for reducing or elmainating maladapiive target behaviors that are
identified in the member’s Behavioral Interveniion Program. For the purposes of decelerating
maladaptive target behaviors a Behavioral Interventiop Program includes at least the following
components:

- A clear objective description of the maladaptive target behavior to be reduced or eliminated.

- A clear objective description of the mcomparible or altermative appropriate response, which will be
reinforced.

- A list of seclusions and bebavioral inferventions utilized to teach replacement behaviors that serve the
same behavioral function identified through a functional analysis or review of the maladaptive target
behaviors. Seclusions and behavioral inferventions may only be wutilized to teach replacement behaviors
when non-aversive methods of positive support have been ineffective,

- A baseline measurement of the level of the target behavior before intervention.

Any provider emplovee who impiements an aversive procedure must be able to camry out the procedure
as It is written. A person’s ability to mmplement a procedure must be documented in one of the following
Ways:

- A program staff person may observe each person in a role-play situation in order to document his or
her ability ic implement the procedure as written,

- Supervisory personnel from the provider may provide documentation of employees’ ability to
implement a procedure if the foliowing conditions are met: (

i) the supervisor’s ability to implement the procedure has been documenied by a pregram staff person:
ii) the supervisor observes each employee in a role play situation and documents the emploves’s ability
to implement the procedure; and

(iii) the provider maintains a list of those employees who have been observed and are considersd
capable of implementing the procedure. The list should specify the dates that an employes demonstrated
competency and the name of staff that certified the employee,

- Implementation of a program to alier an individual’s behaviors,

Seclusion and behavioral intervention procedures must be implemented by systematic program review.
1t must ensure that a member’s right to be free from aversive, intrusive procedures is balanced against
the member’s mterests in receiving services and treatment whenever a decision regarding the use of
aversive procedures is made. Any decision to implement a program: to alter an member’s behavior must
be made by the interdisciplinary team and the program must be described fully as a Behavioral
Intervention. Program incorporated inte the member service plan and the case manager, health home
coordinator, or community-based case manager's plan of care. In general, the Behavioral Intervention
Program must meet the following minimum requirements.

- Show that previous attempts to modify the matadaptive target behavior using less restrictive
procedures have not proven ie be effective, or the situation is so serjous that a restrictive procedurs is
immediately warranted.

- The proposed procedure is a reasonable response to the person’s maladaptive target behavior,

- Emphasize the development of the functional alternative behavior and positive approaches and positive
behavior intervention.

- Use the least restrictive intervention possible,

- Ensure the health and safety of the individual and that abusive or demeaning intervention is expressly
prohibited.

- Be evaluated and approved by the interdisciplinary team through quarterly reviews of specific data on
the progress and effectiveness of the procedures.

Documentation regarding the behavior program must include:

- Approval by the member’s interdisciplinary team, with the written consent of the member’s parent if
the member is under eighteen years of age, or the member’s legal guardian if one has been appointed by
the court.

- A written endorsement from a physician for any procedure that might affect the member’s health.

- A functional analysis that 1s defined as and includes the foliowing components:
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(1) clear, measurable description of the behavior to inciude frequency, duration, infensity and severity of
the behavior;

(ii) clear description of the need to alter the bebavior; an assessment of the meaning of the behavior,
wihiich includes the possibility that the behavior is an effort to communicate, the result of medical
conditions or environmental causes; or the result of other factors;

(iii) description of the conditions that precede the behavior in question.

iv) description of what appears to reinforce and maintair the behavior; and

v} a clear ané measurable procedure, which will be used to alter the behavior ané develop the functional
alternative behavior.

- Documentation that the member, the guardian, and interdisciplinary tearo are fully aware of and
consent to the program i accordance with the interdisciplinary process.

- Documentation of all prior programs used to eliminate a maladaptive targst behavior.

- Documentation of staff training.

Behavioral Intervention Programs shall be time limited and reviewed at lzast quarterly. Seclusions must
be considered on an individual basis after they are reviewed by the interdiscipiinary tearms and entered
into the writien plan of care with specific time lines. All seclusions are explained to the member and
their legal representative and agreed upon ahead of time.

Unauthorized use of seclusion would be detecied via interviews with the member, their family and staff
and case manager, health home coordinator, or community-based case manager; through review of
critical incident reports by DHS and member’s case manager, health home coordinator, or corumunity-
hased case manager on & daily basts; DHS and case manager, health home coordinator, or communiry-
hased case manager review of written documentation autirored by provider staff, through the annual
review activities associated with the provider Self-Assessment process; and by reports from any
interested party {complaints). Reviews may include desk reviews where the department requests
member’s records 1o be reviewed or onsite where the department or departinent designee goes onsite to
review documentation. One hundred percent of waiver providers are reviewed at least once every {ive
vears to ensure that the DHS policy for each type of agency identified seclusion s observed and member
rights are safecuarded. If it is found that a waiver provider is not observing DIIS policy or ensuring a
member’s rights, adverse action is taken by the IME, which may inciude sanction, termination, reguired
corTective action, etc.

The member’s case managet, health home coordinator, or corumunity-based case manager, ks
responsible to monitor individual plans of care including the use of seclusion and behavioral
inferventions.

ji. State Oversight Responsibility. Specify the State agency (or agencies) responsible for overseeing the
use of seclusion and ensuring that State safeguards concerning their use are foliowed and how such
oversight is conducted and its frequency:

The first line of responsibility for overseeing the use of seciusion and ensuring safeguards are in place is
the member’s case manager, health home coordinator, or community based case manager. The use of
seclusion must be assessed as needed and identified m the individual member’s service plan. The use of
seclusion would also require the development and implementation of 2 behavior plan and the plan would
be included in the member’s service plan. The case manager, health home coordinator, or community
based case manager ts responsible for monitoring the service plan to assure that supports and services in
the service plar are being implemented as identified in the service plan. Any issues with the use of
seclusion would be addressed with the provider of service and correcied as needed,

The State contracts with the HCRBS Quality Assurance and Technical Assistance Unit to oversee the
appropriateness, provider policies and procedures, and service plan components associated with
seclusion. The Unit conducts periodic reviews of 100% of enrolled waiver service providers to ensure
that policies and procedures are consistent with State and federal rule, regulations, and best practices.
Further, the Unit examines member files, and conducts targeted reviews based on compiaints, to
ascertain whether seclusion is appropriately incorporated into the service plan, such that seclusion is
only implemented as designated in the plan (who, what, when, where, why, and how). If the Unit
discovers that the provider is less than compliant, the provider is required to complete & corrective action
plan {CAP) and implement the CAP fo 100% compliance. If it is found that the circumstances are more
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serious, recommendations are made to PS and possible sanctions (suspension, probation, terminafion,
eic.) may apply.

All waiver service providers are required to submit major incident reports. Categories within the
incident report include mappropriate use of sechusion. These reports are entered inte IMPA., trigeer
milesiones i ISIS for fee-for-service members that alert case managers, health home coordinators and
prompt the HCRS Incident Reporting Specialist to conduct a review of the incident. 1f it is found that the
incident demands further investigation, the issue is passed to the Unit for a targeted review. 1f the Unit
discovers that the provider is less than compliant ir areas surrounding the use of seclusion, the provider
is required o complete a corrective action plan {CAP) and implement the CAP to 160% compliance. 1f
it is found that the circumstances are more serious, recommendations are made to PS and possible
sanctions {suspension, probation, termination, etc.) may apply.

The HCBS Quality Assurance and Technical Assistance Unzt is aiso responsibie for conducting IPES
mterviews with waiver members. The IPES tool bas been expanded based on the federal PES tool and
thought to captare & more comprehensive view of lowa's waiver population needs and issues. The IPES
t0o] Incorpoerates the seven principles of the Quality Framework and 1s abie to adjust based on the
mernber mterviewed and service enrollment. HCBS Specialists conduct inierviews either face-to-face or
via telephone, 1o the discretion of the waiver member. All waiver members have the right to decline
interview. The results of these interviews are presented to the state on a quarterly basis.

Finally, the Unit compiles all datza related to incidents reported in IMPA associated with the
inappropriate use of seclusion, as well as data from periodic and targeted provider reviews conducted by
the Unit. Data ts analvzed to identify trends and patterns and reported on 2 monthly and guarterly basis
to DHS. Trends are used, along with those established in the monthly State QA Commitiee, io guide the
dissemination of Informational Letiers and revisions to State Administrative Ruies.

Appendix G: Participant Safeguards
Appendix G-3: Medication Management and Administration (1 of 2)

This Appendix must be completed when waiver services are furnished to participants who are served in licensed or
unlicensed [iving arrangements where a provider has round-the-clock responsibility for the health and welfare of residents.
The Appendix does not need to be completed when waiver participants are served exclusively in their own personal
residences or in the home of a family member.

a. Applicability. Select one:

- No. This Appendix is not applicable (do not complete the remaining items)
‘®. Yes. This Appendix applies (complete the remaining items)

b. Medication Management and Follow-Up

i. Responsibility. Specify the entity (or entities) that have ongoing responsibility for menitoring participant
medication regimens, the methods for conducting monitoring, and the frequency of monitoring,

Per 441 lowa Administrative Code 77.46(5), respite providers must meet the following requirements as a
condition of providing respite care vnder the waiver: (1) training on provision of medication according to
agency policy and procedure; and (2) the staff member shall not provide any direct service without the
oversight of supervisory staff until training is completed.

The case manager, health home coordinator, or community-based case manager, and any provider
responsible for medication administration must monitor the documentation of medication adminisiration to
ensure adherence to the service plan and provider policies and procedure. The provider agency frequently
and routinely monitors as outlined in their policies and procedures, and quality improvement plans. Provider
agencies are expected to review medication administration on a daily basis to ensure health and welfare of
member as well as perform quality assurance on a timeframe identified by the agency (most often

monihty). The case manager, health home coordinator, or community-based case manager also monitor
during the annual service plan development. MCO community-based case managers monitor the
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documentation of medication administration ic ensure adherence to the service plan and provider policies and
procedures.

Monitoring includes review of the service documentation to ensure that medications have been administered
at the designated times and by designated individuals. Further monitoring occurs through the report of major
meidents whenever a medication error results in physicians’ freatinent, mental health intervention, law
enforcement infervention, death, or elopement. When a major incident has ocourred, follow-up, investigation,
and remediation occurs as identified in G.1.d. All medication errors resuiting in a major incident report or
discovered via complaint are fully investigated. If it is determined that a harmful practice has been detected,
the provider agency completes a corrective action plan and may face sanctions depending on severity and
negligence of the circumstance.

The lowa Medicaid program has actively managed Medicaid pharmacy benefits through a Preferred Drug
Ligt (PDL) since 2005, A governor appoinied medical assistance phammaceutical and therapeutics (P&T)
committee was established for the purpose of developing and providing ongoing review of the PDL., The
prior authorization department of the IME MSU utilizes the PDL to review medication management. First
line responsibility lies with the prescriber who is contacted by fax or telephone regarding a prescription,
Pharmacists review patient profiles for proper diagnosis, desage strength and length of therapy.

The DHS Member Services Unit has established procedures to monitor Medicaid members® prescribing
physicians and pharmacies. Analysis has established risk thresholds for these factors to mitigate possible
abuse, harmful drug reactions, and to improve the outcomes of medication regimes for Medicaid

members. When it is identified that members exceed the established risk thresholds, the member is placed in
lock-in. Lock-in establishes one prescribing physician and one filling pharmacy for each member, The
Member Services Unit also conducts statistical analysis of the use of certain drugs and usage

patterns. ldentification of trends for prescriptions and usage patterns of high risk or addictive medications is
presented to DHS op a monthly or quarterly basis.

Second-line monitoring is conducted concerning the use of behavior modifying medications through a variety
of mechanisms. First, member education is designed to ensure appropriate utilization (correciing
overutilization and underutilization), at a minimum, and to improve adherence. Second, restriction programs,
incinding policies, procedures, and criteria for establishing the need for the lock-in, may also be
implemented. Fmally, medication therapy management programs are deveioped io identify and target
members who would most benefit, and inciude cocrdinatior between the participant, the phammacist and the
prescriber using various means of communication and education.

The Drug Utilization Review (DUR} Commission is a quality assurance body, which seeks to improve the
quality of pharmacy services and ensure rational, cost-effective medication therapy for Medicaid members in
lowa. The commission reviews policy issnes and provides suggestions on prospective DITK criteria, prior
authorization guidelines, OTC coverage, and plan design tssues. The DUR system provides for the evaluation
of individual member profiles by a qualified professional group of physicians and pharmacists, with expertise
in the clinically appropriate prescribing of covered outpatient drugs, the clinicalty appropriate dispensing and
monitoring of outpatient drugs, drug use review, evaluations and interventior:, and medical quality assurance.
Members of this group also have the knowledge, ability, and expertise to target and analvze therapeutic
appropriateness, inappropriate long-term use of medication, overuse/underuse/abuse/polypharmacy, lack of
generic use, drug-drug interactions, drug-disease contraindications, therapeutic duplications, therapeutic
benefit issues, and cost-effective drug strengths and dosage forms. In addition, the IME MSU reviews
Medicaid member records to ensure that the member had a diagnosts or rational documented for each
medication taken.

The Department of Inspections and Appeais (DIA) is responsible for Medicaid member’s medication regimes
for waiver members served in an RCF/ID. All medical regimes are included in the member’s record.
Medications admintstered by the facility are recorded on a medical record by the individual who administers
medication. All RCF/IDs are licensed facilities and must meet all Department of Inspections Administrative
Rules to obtain an annually renewable license. Medical records are reviewed during Jicensure renewal,
Persons administrating medication must be a licensed nurse or physician or have successfully completed a
department approved medication aide course. If the provider stores, handles, prescribes, dispenses, or
administers prescription or over the counter medications the provider is required to develop procedures for
the storage, handling, prescribing, dispensing, or administration of medication. For controlled substances,
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providers must maintain DIA procedures. If the provider has a physician on staff or under contract, the
physician must review and document the provider's prescribed medication regime at least annualiy in
accordance with current medical praciice. Policies and procedures must be developed in written form by the
provider for the dispensing, storage, and recording of all prescription and nonprescription medications
administered, monitoring medications requiring close supervision because of fluctuating physical or
psychological conditions, including antihypertensive. digitalis preparations, mood-altering or psychotropic
drugs, or narcotics. Policies and procedures are reviewed by the HCBS Specialists for compliance with state
and federal regulations. If deficiencies are found, the provider is required to submit a corrective action, and
follow-up surveys may be conducted based on the severiry of the deficiency.

ii. Methods of State Oversight and Follow-Up. Describe: (a) the method(s) that the State uses fo ensure that
participant medications are managed appropriately, including: (a) the identification of potentially harmful
practices (e.g.. the concurrent use of contraindicated medications); (b) the method(s) for following up on
potentially harmful practices; and, (c) the State agency (or agencies) that is responsible for foliow-up and
oversight.

Second line responsibility is utilized when issues are more complex. Occurrences of high dosage use for
certain medications or prescribing drugs for an age group where the drag is not FDA indicated are sent to
DHS-IME for review. In some cases edits have been placed in the computer system so the prescriber could
not prescribe for age groups not indicated.

Lock-In: Trending and analysis bas been conducted by the MSU and “lock-in” strategies have been
implemented for members who have, historically, multiple prescribers and pharmacies. Identification of these
membears allows the Medicaid payment of only one prescribing physician and one pharmacy. This allows for
increased monitoring of appropriate medication management and mitigates the risk associated with
pharmacological abuses and negative contraindications.

Drug Utilization Review (DUR) Commission: The DUR is a second iine monitoring process with oversigitt
by DHS. The DUR system includes a process of provider intervention that promotes guality assurance of
care, patient safety, provider education, cost effectiveness and positive provider relations. Letters to providers
generated as a result of the professional evaluation process identify concerns about medication regimens and
specific patients. At least one lowa licensed pharmacist 1s available o reply in writing to questions submitted
by providers regarding provider correspondence, to communicaie by telephone with providers as necessary
and to coordinate face-to-face mferventions as determined by the DUR.

The Department of Inspections and Appeals (DIA): This DIA s responsibie for oversight of licensed
facilities. DIA communicates all findings to DHS and any issues identified during the RCF/ID licensure
process, ot critical incidents as they arise. The DIA tracks information and provides training as necessary to
improve quality. This information is also shared with DHS. Both the DIA and DHS follow-up with identified
RCF/IDs to assure that action sieps have been made to ensure potential harmful practices do not reoceur.

HCBS Quality Assurance Unit: DHS contracts with the Unit to oversee the appropriateness, provider policies
and procedures, and service plan components associated with medication management. The Unit conducts
periodic reviews of 100% of enrolied waiver service providers fo ensure that policies and procedures are
consistent with State and federal rule, regulations, and best practices. Further, the Unit examines member
files, and conducts targeted reviews based on complaints, to ascertain whether medications are appropriately
incorporated into the service plan, If the Unit discovers that the provider is less than compliant, the provider
is required to complete a corrective action plan {CAP) and implement the CAP to 100% compliance. If'itis
found that the circumstances are mare serious, recommendations are made to PS and possible sanctions
(suspension, probation, fermination, etc.) may apply.

With respect to MCO members, community based case managers are responsible for monitoring service
plans to assure that supports and services in the service plan are being implemented as identified in the
service pian. Any issues with the use of medication would be addressed with the provider of service and
corrected as needed. In addition, MCOs must maintain documentation of the member’s medication
management done by the MCOs clinical staff; monitor the prescribing patterns of network prescribers to
improve the quality of care coordination services provided to members through strategies such as: (a)
identifying medication utilization that deviates from current clinical practice guidelines; (b} identifying
members whose utilization of controlled substances warrants intervention; (c) providing education, support
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and technical assistance to providers; and (d) monitor the prescribing patterns of psychotropic medication to
children, including children in foster care. Finally, MCOs must identify and track critical incidents, regularly
review the number and types of incidents and findings from investigations, and develop and implement
strategies (o reduce the occurrence of critical incidents and immprove the quality of care delivered io members.
MCOQOs are required to follow the process cuthned at 441 lowa Administrative Code 77.25 (3) for reporiing
major incidenis. The State maintains ultimate oversight through the mechanisms identified m the submitted
amendment (i.e., HCBS Quality Assurance and Techmical Assistance Unit, critical mcident review, efc.).

All waiver service providers are required to submit major mcident reports. Caiegories within the incident
report include medication errors. These reports are entered into IMPA | trigger milesiones in [SIS for fee-for-
service members that alert case managers and health home coordinators, and prompt the HCBS Incident
Reporting Specialist o conduct a review of the incident. 11t is found that the incident demands further
investigation, the 1ssue is passed to the Unit for a targeted review. If the Unit discovers that the provider is
less than compliant in areas surrounding medication management, the provider is required to complete a
corrective action plan {CAP) and implement the CAP to 100% compliance. } it s found that the
circumstances are more serious, recommendations are made to PS and possible sanctions (suspension,
probation, termination, etc.) may apply.

The Unit compiles all data related to incidents reported in IMPA associated with the inappropriate use of
medication, as well as data from periodic and targeted provider reviews conducted by the Unit. Data is
analyvzed to identify trends and patierns and reporied on a monthly and quarterly basis o DHS. Trends are
used, along with those established in the monthly State QA Commitiee, v guide the dissemination of
Informational Letters and revisions to State Administrative Rules.

Appendix G: Participant Safeguards
Appendix G-3: Medication Management and Administration (2 of 2)

¢. Medication Administration by Waiver Providers

i. Provider Administration of Medications. Select one:

Not applicable. {do not complele the remaining items)

% Waiver providers are responsible for the administration of medications to waiver participants who
cannot self-administer and/or kave responsibility to oversee participant self~administration of
medicafions. (complete the remaining items)

ii. State Policy. Summarize the State policies that apply to the administration of medications by waiver providers
or waiver provider responsibilities when participants self~adminisier medications, including (if applicable}
policies concerning medication administration by non-medical waiver provider personnel. State laws,
regulations, and policies referenced in the specification are available to CMS upon request through the
Medicaid agency or the operating agency (if applicable).

Respite Service providers must have policies and procedures developed for dispensing, storage, and
recording all prescription and nonprescription medication administered. 441 Iowa Administrative Code
Chapters 77.30(3)(b)(2}, 77.33(6) (b)2), 77.34(5) (b)(2), 77.37(15} (b)2). 77.39(14) (b)}2), and 77.46(5)e)
state:

“Procedures shall be developed for the dispensing, storage, authorization, and recording of all prescription
and nonprescription medications administered. Home health agencies must follow Medicare regulations for
medication dispensing. All medications shall be stored in their original containers, with the accompanying
pliysician’s or pharmacist’s directions and label intact. Medications shall be stored so they are inaccessible to
consumers and the public. Nonprescription medications shall be labeled with the consumer’s name. In the
case of medications that are administered on an ongoing, long-term basis, authorization shall be obtained for
a period not to exceed the duration of the prescription.”

Providers are required fo have staff trained on medication administration and provide safe oversight of

medication administration. The State does not require specific medication administration curricuium to be
used. Providers are respongible to assure that staff has the skills needed to administer medications
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safely. There are no uniform requirements i the lowa Administrative Code for the provision of medication
administration or for the self-administration of medications by Medicard membets.

The Provider Self-Assessment quality improvement process requires providers to have a policy and
procedure for the storage and provision of medication. This process requires a more uniform approach for
the provider in the requirements for medication management. The Provider Self-Assessment review
checklist used by the HCBS Specialist 1o review providers 1dentifies the following minitmnm standards that
the medication policy will identify:

- The provider’s role in the management and/or administration of medications

- I staff administers medications, the policy will identify the: (1} training provided to staff prior to the
administration of medications; (2} method of docurmenting the administration of medications; (3} siorage of
medications; (4) the assessment precess used to determine the Medicaid member’s role in the administration
of medications.

The provider Self-Assessment process also requires providers te have discovery, remediation and
improvement processes for medication administration. The information and results of these activiiies is
available to DEHS upon request. Currently the self-assessent process is not set forth in the lowa
Adoinistrattve Code.

Home Health agencies that provide waiver services must follow Medicare regulations for medication
adminisiration and dispensing. All medications must be stored in their original containers with the
accompanyving physician's or pharmacist’s directions and label intact. Medications shali be stored so they are
Inaccessible tc Medicaid members and the pubbe. Nonprescription medications shall be labeled with the
Medicaid member's name. In the case of medications that are administered on an ongoing long-tern basis,
authorization shall be obtained for a period not to exceed the daration of the prescription. All providers of
respite must develop policies that assure that personne! that administer medications have the appropriate
skills and that there is oversight by medical personnel.

Provider non-medical waiver staff that administers medications must have oversight of a licensed nurse. If
the medication requires, the staff is required to complete a medication management course through a
community college,

The requirements for non-medical waiver providers must have in order to admanister medications to
Medicaid members who cannot self-administer is that the provider must have a written policy in place on
what the requirements are for their staft to do this and how. If the medications are psychiatric medications
the person would have to have successfully completed a medication aide class. Oversight for a staff member
who administers medications that require oversight such as in the case of psychiatric medications would need
o follow the requirements as spelled out through the Board of Nursing such as having oversight by a
registered nurse. The HCBS Specialists throngh IME would oversee this policy upon regular reviews of the
provider.

State oversight responsibility is described in Appendix H for the monitoring methods that include
identification of problems in provider performance and support follow-up remediation actions and quality
mprovernent activities.

iii. Medication Error Reporting. Select one of the following:

%' Providers that are responsible for medication administration are required to both record and
report medicatior errors to a State agency (or agencies).
Complete the following three items.

{a) Specify State agency {or agencies) to which errors are reported:

Providers are required to complete incident reports for all occurrences meeting the criteria for major and
minor incidents and make the incident reports and related documentation available to DHS upon request.
Major incidents for members must be reported to the BLTC via IMPA. Providers must ensure
cooperation in providing pertinent information regarding incidents as requested by DHS.

As part of the major incident reporiing process described in Appendix G-1, DHS will review and follow-
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up on all medication errors that Izad to a member hospitalization or death. This can include the wrong
dosage, the wrong medication delivered, medication delivered at the wrong fune, Medicaid delivery not
documented, unauthorized administration of medication, or missed dosage, Providers are required to
submit all medication errors, whether major or minor, to the member’s case manager, health home
coordinator, or community-based case manager when thev occur. The case manager. health home
coordinator, or community-based case manager monitors the ervors and makes changes to the member’s
service plan as needed to assurs the health and safety of the member.

The Provider Self-Assessment quality improvement process requires providers to have a policy and
procedure regarding medication administration and medication management. The Provider Self-
Assessinent process also requires that providers have discovery, remediation, and improvement
processes for medication administration and medication errors. Specifically, providers are required io
have ongoing review of medication management and administration to ensure that medications are
managed and admunistered appropriately. Providers are also required to track and trend all medication
errors i assure all medication errors are reviewed and improvements made based on review of the
medication error data. The information and results of these activities 1s made available to DHS upon
request and will be reviewed as part of the ongoing Self-Assessment process conducted by the HCBS
Specialists. This will include

random sampling of providers, incident specific review (complaint and IR foliow up} and on-siie
provider review held every five vears. DHS is in the process of promulgaring rules to establish the
Provider Self-Assessmemt quality improvement process in the Administrative Code,

Other professionals or family members may report medication ervor incidents at any time as a
complaint. Suspected abuse is reported to the reporting hotline operated by the Departroent of Human
Services.

(b} Specify the types of medication errors that providers are required to record:

Providers must frack and trend ali major and minor incident reports. Per Chapter 441 lowa
Administrative Code 77.25(1), “major incidents” are defined as an occurrence mvolving a participant
during service provision that: (1) results in a physical injury to or by the participant that requires a
physician’s treatment or admission to a hospital; (2) results in the death of any person; (3) requires
emergency menial health treatment for the participant; {4) requires the intervention of law enforcement;
(5} requires a report of child abuse pursuant to lowa Code section 232.69 or a report of dependent adult
abuse pursuant to lowa Code section 235B.3; (6) constitutes a prescription medication error or a pattern
of medication errors that leads to the ouicome In paragraph “1,” “2,” or “3"; or (7} involves a
participant’s location being unknown by provider staff who are assigned protective oversight. Service
providers, provider staff, DHS TCM, MCO CBCM, health home coordinators, and cominunity-based
case managers are required to submit incident reports as they are witnessed or discovered. All major
incidents must be reported within 48 hours of witnessing or discovering an incident has occurred, using
the IME's lowa Medicaid Portal Access (IMPA) System. Suspecied abuse may be reported to the
statewide abuse reporting hotline operated by DHS.

Per Chapter 441 Iowa Adminisirative Code 77.25(1), “minor incidents™ are defined as an occwrrence
involving a participant during service provision that is not a major incident and that: (1) results in the
application of basic first aid; (2) results in bruising; (3) results in seizure activity, (4) results in injury to
self, to others, or to property; or (5) constinutes a prescription medication error. Providers are not
required to report minor incidents to the BLTC, and reports may be reported internally within a
provider’s system, in any format designated by the provider (i.e., phone, fax, email, web based
reporting, or paper submission). When a minor incident occurs or a staff member becomes aware of a
minor incident, the staff member involved must submit the completed incident report to the staff
metmber’s supervisor within 72 hours of the incident. The completed report must be maintained in a
centralized file with a notation in the participant’s file.

Providers are required to record all medication errors, both major and minor, that occur. Providers are
required to track and trend all medication errors and assure all medication errors are reviewed and
improvements made based on review of the medication error data. The information and results of these
activities is made availabie to DHS upon request and will be reviewed as part of the ongoing Self-
Assessment process conducted by the HCBS Specialists.
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i,

{c) Specifv the types of medication errors that providers must regport to the State:

Oniy major meidents of medication errors that affect the health and safety of the member, as defined by
the major incident criteria, are required to be reported to the State. All medication egrors, both major and
minar, are required te be reported to the member’s guardian, case manager, heaith home coordmator, or
community-based case manager,

Providers responsible for medicatior administration are reqaired to record medication errors but
make information about medication errors available only when requested by the State.

Specify the types of medication errors that providers are required to record:

Staie Oversicht Responsibility, Specify the State agency (or agencies) responsible for monitoring the
performance of waiver providers in the administration of meadications to waiver participants and how
inonitoring is performed and its frequancy.

The BLTC is responsible for the oversight of waiver providers in the administration of medications to waiver
members, Oversight monitoring is completed through DIMP A, the provider Seli-Assessment process and
monitoring of the member by the member’s case manager, bealth home coordinator, or community-based
case manager.

With respect to MCO members. comuimunity based case managers are responsible for monitoring service
plans to assure that supports and services in the service plan are being mplemented as identified in the
service plan. Any issues with the use of medication would be addressed with the provider of service and
corrected as needed. In addition, MCQOs must maintain documentation of the member’s medication
management done by the MCOs clinical staff; monitor the prescribing patterns of network prescribers to
improve the quality of care coordination services provided fo members through strategies such as: {a)
identifving medication utilization that deviates from current climeal practice gindelines; (b) identifying
members whose utilization of controlled substances warrants intervention, () providing education, support
and techmical assistance to providers; and (d) monitor the prescribing patterns of psvchotropic medication to
children, including children in foster care. Fmally, MCOs must identify and track critical incidents, regularly
review the number and types of incidents and findings from investigations, and develop and implement
strategies te reduce the occurrence of critical incidents and improve the quality of care deliverad to members.
MCOs are raquired to follow the process outlined at 441 lowa Administrative Code 77.25 (3) for reporting
major incidents. The State maintains ultimate oversight through the mechanisms identified in the submitted
amendment {1.e., HCBS Quality Assurance and Technical Assistance Unit, critical incident review, etc.). All
of these processes have been described in detail in this Appendix,

All medication errors are considered either major or minor incidents, as noted in Subsection “iii.b” above.
These major incidents are reporied to the department and follow the incident reporting follow up protocol of
the department.

DHS contracts with the HCBS Quality Assurance Unit to oversee the appropriateness of provider policies
and procedures. and service plan components associated with medication management. The Unit conducts
periodic reviews of 100% of enrolied waiver service providers te ensure that policies and procedures are
consistent with State and federal rule, regulations, and best practices. Further, the Unit examines member
files, and conducts targeted reviews based on cotnplaints, to ascertain whether medications are appropriately
incorporated ingo the service plan. If the Unit discovers that the provider 15 less than compliant, the provider
is required to complete a corrective action plan (CAP) and implement the CAP to 100% compliance. Ifit is
found that the circumstances are more serious, recommendations are made to PS and possible sanctions
(suspension, probation, termination, etc.) may apply.

All waiver service providers are reguired to subrmit major incident reports. Categories within the incident
report include inappropriate medication administration, These reports are entered mto IMPA, trigger
milestones o ISIS for fee-for-service participants that alert case managerx and health home coordinators,
and prompt the HCBS Incident Reporting Specialist to conduct a review of the meident. If it is found that the
incident demands further investigation, the issue is passed to the Unit for a targeted review, If the Unit
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discovers that the provider is less than compliant in areas surrounding medication administration, the
provider is required to complete 2 CAP and implement the CAP to 100% compliance. Agam, if it is found
that the circumstances are more serious, recommendations are made to PS and possible sanctions

(suspension, probation, termination, efc.; may apply.

The Uit compiles all data related to incidents reported in IMPA associated with the inappropriaie
medication administration, as well as data from periodic and targeted provider reviews conducied by the
Unit. Data is analyzed to identify frends and patterns and reporied on 2 monthly and quarterly basis to DHS.
Trends are used. along with those established in the monthly State QA Committes, to guide the dissemination

of Informational Letters and revisions to State Administrative Rules,

Appendix G: Participant Safeguards

Cuality Improvement: Health and Weliare

As g distinct component of the State’s guality improvement stralegy, provide information in the following fields tc detail the

State's methods for discovery and remediation,

a. Methods for Discovery: Health and Welfare

The state demonsirates it has designed and implemenied an effective system for assuring waiver participant health
and welfare. (For waiver actions submitted before June [, 2014, this assurance read "The Siate, on an ongoing hasis,

identifies, addresses, and seeks to preven: the occurrence of abuse, neglect and exploitation. ")
L. Sub-Assurances:

a. Sub-assurance: The state demonstrates on an ongoing basis thar if identifics, addresses and seeks io
prevent instancesof abise, neglect, exploitation and unexplained dewth. (Performance measures in
this sub-assurance jnclude all Appendix G performance measures for waiver actions submitted before

June 1, 2014.)

Performance Measures

For each performance measure the State will use to assess compliance with the stanmory assurance (or
sub-assurance), complete the jollowing. Where possible, include numerator/denominator.

For each performance meagsure_provide information on the aggregaled date thar will enable the Siaie

to analvze and assess progress toward the performance measure. In this seciion provide information

on the method bv which each source of daia is analvzed statisticallydeduciivel: or inductively, how

themes are identified or conclusions drawn, and how recommendaiions are formulated, where

appropridie,

Performance Measure:

HW-al: The EME will measure the total pumber and percent of IAC-defined
major critical incidents requiring follow-up escalation that were investigated.

Numerator = # of critical incidents that received follow-up as required;
Denominator = # of critical incidents requiring foliow-up escalation

Drata Source (Select one):

Critical events and incident reports

I£'Other' is selecied, specify:

Data collected in the FFS and MCO CIR databases.
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" Sub-State Entity T Quarterly " Representative
Sample
Confidence
Interval = .|
o Orther U Annually T Straiified
Specify: Describe
Contracted Entity Group:
including MCO : s
Continuously and T Other
Ongoing Specify: .
. Other
Specify:

Data Aggregation and Analysis:

Respounsible Party for data Ereguency of data aggregation and
aggregation and analysis (check each }analysis{check each that applies):
that applies):
o State Medicaid Agency T Weekly
.~ Operating Agency " Monthly
™ Sub-State Entity ~ Quarterly
T Other T Annualiy
Specify:
"¢ Continuousiy and Ongoing
" Otber

Specify:

Performance Measure:

HW-a2: The IME will measure Cls that identify a reportabie event of abuse,
neglect, exploitation, or unexplained death and were followed upon appropriately.
Numerator = # ¢f CIRs that identified a report was made to DHS protective
services and/or appropriate follow up was initiated; Denominator =# of CIs that
identified a reportable event of abuse, negiect, exploitation, and/or unexplained
death

Brata Source {Select one):
Analyzed collected data (including surveys, focus group, interviews, etc)
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{f'Other’ is selected. specify:
FES and MCG CIR databases

Responsible Party for | Frequency of data Sampling Approach
data collection/generation {check each that applies):
collection/eeneration (check each thal applies):
{check each thar applies):
Tt State Medicaid T Weekldy A 100% Review

Agency
. Operating Agemcy | . Monthly " Less than 108%

Review
o7 Sub-State Entity 7 Quarterly " Representative
Sample
Confidence
Interval=

« Other ¢ Anpually - Stratified

Specify: Describe

Contracted Entity Group: ..

mcluding MCO

" Confinuoushy and T Other
Ongoing Specity: ..
" Other
Specify:

Prata Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
ageregation and analysis (check each }analysis(check each that applies):

that applies}.

i State Medicaid Agency 7 Weekldy

7" Operating Agency [ Monthly

7" Sub-State Entity ¥ Quarterly

__ Other T Apnually
Specify:

7" Continuously and Ongoing

- Orther

Specify:
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2

Responrsible Party for data Frequency of data aggregaiion and
aggregation and analysis (check each | analysisicheck each that applies):
that applies):

b. Sub-assurance: The state demonsirates that an incident maregement system is in place that
effectively resobves those incidents and prevenis further similar incidents fo the extent possible,

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurcnce), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggrecaled data that will enable the State
to analvze and assess proeress toward the performance measure, In this section provide information
on the method by which each source of daia is analvzed siatisiicaliv/deductively or induciivelv. how
themes are identified or conclusions drawn._and how recommendations are formulaied where
appropridaie.

Performance Measure:

HW-bl: The IME will identify all unresolved critical incidents which resulted in a
targeted review and were completed to resolution. Numerator = # of targeted
reviews resulting from an incident which were resoived within 60 days;
Berominator =# of critical incidents that resulied in a targeted review.

Data Source (Select one}):

Critical events and incident reports

If 'Other' 1s selected, specify:

FES/HCBS Unit and MCO data obtained from CIR databases,

Responsibie Party for | Frequency of data Sampling Approach
data collection/generation {check each that applies):
collection/generation (check each that applies).
(check each that applies):
T State Medicaid T Weekly & 100% Review
Agency
~ Operating Agency | i Monthly 7" Less than 100%
Review
" Sub-State Eniity " Quarterly " Representative
Sampie
Confidence
Interval =
« Other " Annually " Stratified
Specify: Describe
Contracted Enfity Group: |
meluding MCO
. Continuously and . Other
Ongoing Specify:
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P

o Orther
Specify:

Data Ageregation and Analysis:

Responsibie Party for data Frequency of data aggregation and
aggregation and analysis (check each |} analysis(check each that applies}):
that applies).

o’ State Medicaid Agency T Weekly

" Operating Agency - Monthly

:wi Sub-State Enfity ] ;,? Cuarierly

.. Other . Anneally

Specify: ...
| Continuously and Ongoing
***** Cther
Specify

c. Sub-assurence: The state policies and procedures for the use or prohibition of restrictive
interventions (including restraints and seclusion) are followed.

Performance Measures

For each performance measure the State will use to assess campliance with the statuiory assurance (or
sub-assurance), complete the following. Where possible, include numeratorsdenominator.

For each performance measure, provide information on the ageregated data that will enable the State
10 analvze and assess progress toward the performance measure_In this section provide information
on the method by which each source of data is analvzed statisticallv/deductively or inductivelv,_how
themes are identified or conclusions drawn, and how recommendations are formulated where
appropriate.

Performance Measure:

HW-cl: The IME will measure the iotal # and % of providers with policies for
restrictive measures that are consistent with State and Federal policy and rules,
apd followed as written. Numerator = # providers reviewed that have pelicies for
restrictive measures that were implemented as written; Denominator = tetal # of
providers reviewed that identified having policies for restriciive measures.

Data Source (Select one);
Record reviews, op-site
If'Other' 1s selected, specify;
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Provider's policies and procedures. All certified and periodic reviews are
copducted on 2 5 vear cycie; at the end of the evele all providers are reviewed.

Responsible Party for | Frequency of data Sampling Approach
data coliection/generation  i(check each thar applies).
collection/generation {check each that applies):
{check each that applies):
. State Medicaid T Weekly + 100% Review
Agency
7 Operating Agency | ¢ Monthly . Less than 108%
Review
i Sub-State Entity T Quarterly " Represeniative
Sample
Confidence
Interval = |
« Other " Annually 7 Stratified
Specify: Describe
Contracted Entity Group: .|
* Continuously and " Other
Ongoiug \ Specify: .
" Other
Specify;

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

«f State Medicaid Agency  Weekly

" Operating Agency " Monthly

. Sub-Siate Entity F Quarterly

™ Other " Annually

Specify:

" Continnously and Ongoing
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Responsible Party for data Frequency of datz aggregation and
aggregation and analysis (check each |analvsis(check each that applies).
that applies):

d. Sub-assurance: The state establishes overall health care standards end monitors those standards
based on the responsibility of the service provider as stated in the approved waiver,

Performance Measures

For each performance measure the Srate will use (o assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numeraior/denominator.

For each performance measure, provide information on the aggregated daia that will enahle the Siale
to analvze and assess progress toward the performance measwre. In this section provide information
on the method by which each sowrce of data is analvzed siatisticallv/deductively or inductively._how
themes are identified or conclusions drawn_and kow recommendations are formulated_where
appropriare.

Performance Measure:

HW-dl: The IME will measure the number and pereent of providers meefing
state and federal requirements relative to individual waivers, Numerator = # of
Quality Assurance reviews that did not receive a corrective action plan;
Denominator = # of provider Quality Assurance Reviews completed.,

Pratz Source (Select one):

Kecord reviews, off-site

If 'Other' is selected, specify:

All QA reviews that don't result in a corrective action. All certified and periodic
reviews are corducied on 2 5 vear cycle; at the end of the eyele all providers are

reviewed.
Responsible Party for | Frequency of data Sampling Approach
data collection/generation (check each that applies):
coliection/generation {check each that applies).
{check each that applies):
 State Medicaid " Weekly of 100% Review
Agency
| Operating Agency | o Monthly " Less than 100%
Review
" Sub-State Entity " Quarterly . Representative
Sample
Confidence

«f Other 7 Annually " Stratified
Specify: Describe
Contracied Entity Group:
including MCCG
" Other
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Continuously and Specify: m|

Ongoing

T Other
Specify:

Prata Aggregation and Analysis:

Responsible Party for data Freguency of data aggregation and
ageregation and anabysis (check each | analysis/check each that applies):
that applies).

~ State Medicaid Agency T Weekly

mmmmm " Operating Agency " Monthly -

_ Sub-State Enfity ~# Quarterly

o Other 7" Annually

Speeify:

Continnousiy and Ongoing

T Opther
Specify:

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by
the State 1o discover/identify problems/issues within the waiver program, including frequency anc parties
responsible.

The HCBS Quality Assurance unit and each MCC  is responsible for monitoring and analyzing data
associated with the major incidents reported for members on waivers. Data is pulled from the data
warehouse and from MCO reporting on a regular basis for programmatic trends, individual issues and
operational concerns. Reported incidents of abuse, medication error, death, rights restrictions, and restraints
are investigated further by the HCBS Incident Reporting Specialist as each report is received. The analysis
of this data is presented to the state on a guarterly basis.

The HCBS provider oversight unit, and each MCO, is responsible for conducting IPES interviews with
waiver members. The IPES tool has been expanded based on the federal PES tool and thought to capture a
more comprehensive view of lowsa's waiver population needs and issues. The IPES tool incorporaies the
seven principles of the Quality Framework and is able to adjust based on the member interviewed and service
enrollment. HCBS Speciaitsts conduct interviews either face-to-face or via telephone, to the discretion of the
waiver member. All waiver members have the right to decline interview. The results of these interviews are
presented to the state on & quartesly basis.

b. Methads for Remediation/Fixing Individual Problems
i. Describe the State’s method for addressing individual problems as they are discovered. Include imformation
regarding responsible parties and GENERAL methods for problem correction. In addition, provide
mformation: on the methods used by the State to document these items.
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The HICBS incidemt Reporting Specialist and each MCO analyzes data for individual and systemic

issues. Individual issues require communication with the case manager to document all efiorts tc remediate
risk or concern. If a these efforts are not successful, staff continues efforts to communicate with the case
manager, the case manager's supervisor, and protective services when necessary. All remediation efforts of
this tvpe are documented in the monthly and quarterly reporis.

The HCBS Specialists conducting interviews conduct individual remediation 1o flagged guestions. in the
instance that & flagged question/response occurs, the Specialist first seeks further clarification from the
member and provides education when necessary. Following the interview, the case manager is notified and
information regarding remediation is required within 30 days. This data is stored in a database and reported
to the state on a quarterly and annual basis. MCO are responsible for research and follow up to flagged
TespOnSes.
General methods for problem correction at a sysiemic level include informational letters. provider trainings.
coliaboration with stakeholders and changes to provider policy.

ii. Remediation Drata Aggregation
Remediation-related Data Ageregation and Analysis (incloding trend identification

Respopsible Party/check each that Frequency of data aggregation and
applies): analysis(check each thar applies):
« State Medicaid Agency T Weeldy
- Operating Agency ~ Monthly
" Sub-State Entity & Quarterly
o Other W Annually
Specify:

contracted entity and MCO

7" Continuously and Ongoing

__: Other
Specify:

¢. Tumelines
When the State does not have ali elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Health and Welfare that are currently non-
operational.
' No
" Yes
Please provide a detailed strategy for assuring Health and Welfare, the specific timeline for implementing
identified strategies, and the parties responsible for its operation.
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Appendiz H: Ouality Improvement Strategy (1 of 2

Under §1915(c) of the Social Security Act and 42 CFR §441.302. the approval of an HCBS waiver requires that CMS
determine that the State has made satisfactory assurances concerning the protection of participant heaith and welfare,
financial accountabilify and other elements of waiver operations. Renewal of an existing waiver is contingent upon review by
CMS and a finding by CMS that the assurances have been met. By completing the HCBS waiver application. the State
specifies how it has designed the waiver’s critical processes, structures and operational features in order to meet these
agsurances.

¥ Quality Improvement is a critical operational feature that an organization empioys to continually determine whether it
operates in accordance with the approved design of its program, meets statutory and regulatory assurances and
reguirements, achieves desired outcomes, and identifies opportunities for improvement.

CMS recognizes that a state’s waiver Quality Improvement Strategy may vary depending on the nature of the waiver target
population, the services offered, and the waiver’s relationship to other public programs, and will extend beyond regulatory
reguirements. However, for the purpose of this application, the State is expected to have, at the minimum. systems in piace to
measure and improve its own performance In meeting six specific waiver assurances and requirements.

It may be more efficient and effective for a Quality Improvement Strategy to span multiple waivers and other long-term care
services. CMS recognizes the value of this approach and will ask the state to identify other waiver programs and long-term
care services that are addressed in the Quality Improvement Strategy.

Quality Improvement Straiegy: Minimum Components

The Quality Improvement Strategy that will be 1o effect during the period of the approved watver is described throughout the
watver 1n the appendices corresponding to the statutory assurances and sub-assurances. Other documents cited must be
available to CMS upon request through the Medicaid agency or the operating agency (if appropriate).

In the QIS discovery and remediation sections throughout the appitcation (located in Appendices A, B, C. D, G, and I}, a
state spells out:

®  The evidence based discovery activities that will be conducted for each of the six major watver assurances;
e The remediation activities foliowed to correct individual probiems identified in the implementation of each of the
assurances;

In Appendix ¥ of the appiication, a State describes (1) the system improvement activities followed in response to aggregated,
analyzed discovery and remediation information collected on each of the assurances; (2) the correspondent
roles/responsibilities of those conducting assessing and prioritizing improving system corrections and improvements; and (3)
the processes the state will follow to continuously assess the effectiveness of the OIS and revise it as necessary and
appropriate.

If the State's Quality Improvement Strategy 1s not fully developed at the time the waiver application is submitted, the state
may provide & work plan to fully develop its Quality Improvement Strategy, Including the specific tasks the State plans to
undertake during the period the watver is in sffect, the major milestones associated with these tasks, and the entity {or
entities) responsible for the completion of these tasks.

When the Quality Improvement Strategy spans more than one waiver and/or other types of long-term care services under the
Medicaid State plan, specifv the control numbers for the other waiver programs and/or identify the other long-term services
that are addressed in the Quality lmprovement Strategy. In instances when the QIS spans more than one waiver, the State
must be able to stratify information that is related to each approved waiver program. Unless the State has requested and
received approval from CMS for the consolidation of multiple waivers for the purpoese of reporting, then the State must
stratify information that 1s related to each approved waiver program, 1.e., employ a representative sample for each waiver.

Appendix H: (uality Improvement Strategy (2 of 2)
H-1: Systems Improvement

a. Sysiem Improvements
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i. Describe the process(es) for trending, prioritizing, and implementing sysiem mmprovements (1.e., design
changes) prompeed as a result of an analysis of discovery and remediasion informarion.

The TME is the singie state agency that retans administrative authority of ITowa's HCBS Waivers, lowa
remains highly committed to continually improve the quality of services for all waiver programs. The IME
discovered over the course of submitting previous 1915(c) waiver evidence packages that previously
developed performance measures were not adequatsty capturing the activities of the IME. For this reason,
state staff developed new performance measures to better capture the quality processes that are already
occurting or being developed. The QIS developed by lowa stratifies all 1915(c) walvers:

1A.0213, HCBS AIDS/HIV

1A.0242, HCBS Inteliectual Digability
1A.0299, HCBS Brain Injury

1A.0345, HCBS Physical Disability
1A.0819, HCBS Children's Mental Health
IA4111, HCBS Health and Disability
1A.4155, HCBS Elderly

DTS also provides §19135(3) services and strives fo maintain conststency in QIS between these and the Staie’s
£1915(c) waivers.

Based on contract oversight and performance measure implementation, the IME holds weekly policy staff
and Jong term care coordination meetings to discuss areas of noted concern for assessment and
prioritization. This can include discussion of remediation activities at an individual level, programrnatic
changes, and operational changes that may need to be initiated and assigned to State or contract staff.

Contracts are monitored and improvements are made through other inter-unit meetings designed to promote
programmatic and operational fransparency while engaging in continued collaberation and

improvement. Further, a quality assurance group gathers on a monthly basis to discuss focus areas, ensuring
that timely remediation and contract performance is occurzing at a satisfactory level. ISIS will only be
utilized for fee-for-service members.

All contracted MCOs are accouniable for improving qualify outcomes and developing a Quality
Management/Quality improvement (QM/QI) program that incorporates ongoing review of all major service
delivery areas. The QM/Q! program must have objectives that are measurable, realistic and supported by
consensus among the MCOs” medical and quality improvement staff. Through the QM/QI program, the
MCOs must have ongoing comprehensive guaality assessment and performance improvement activities aimed
at improving the delivery of healthcare services to members. As a key component of its QM/QI program, the
MCOs must develop incentive programs for both providers and members, with the ultimate goal of
improving member health outcomes. Finally, MCOs must meet the requirements of 42 CFR 438 Subpart E
and the standards of the credentialing body by which the MCO is credentialed in development of 1ts QM/QI
program. The State retains final authority to approve the MCOs’ QM/QI program. The State has developed a
drafi-reporting manual for the MCOs to uiilize for many of the managed care contract reporting
requiremnents, including HCBS performance measures. The managed care coniract also aliows for the State
to request additional regular and ad hoc reports.

Towa acknowledges that improvements are necessary to capture data at a more refined level, specifically
individual remediation. While each contracting unit utilizes their own electronic tracking systern or OnBase
(workflow management), further improvements must be made to ensure that there are not preventable gaps
collecting individual remediation. The State acknowledges that this is an important component of the
system; however the terrain where intent meets the state budget can be difficult to manage.

The IME supports infrastructure development that ensures choice is provided to all Medicaid members
seeking services and that these services are allocated at the most appropriate level possible. This will
increage efficiency as less time s spent on service/funding allocation and more time is spent on care
coordination and improvement. A comprehensive system of information and referrals ensures that all
individuals are allowed fully informed choices prior to facility placement.

A comprehensive system of information and referrals shall aiso be developed such that all individuals are
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allowed fully informed choices prior to faciliey placement. Many program mtegrity and ACA Initiatives will
assist o system. improvements. These include mnprovements to provider screening at enroliment, tighter
sanction rules, and more emphasis on sustaining quality practices.

il. System Improvement Activities

Respousible Party(check each that applies): Frequency of Monitoring agd Izi-‘kﬂainIS( check each
I : - thal applies).

i State Medicaid Agency & Weeldy

7" Operating Agency ~¢ Monthly

. Sub-State Entity . Quarterly

" Quality Improvement Committee « Annualy

[ Other

o (}the—r‘ Specify:
Specify: =
Conwracted Entity (Including MCOs)

b, Svstem Design Changes

i. Describe the process for monitoring and analyzing the effectiveness of system design changes. Include a
description of the various roles and responsibilities involved in the processes for monitoring & assessing
system design changes. Ef applicable, include the State's targeted standards for systems improvement.

The IME has hired a Quality Assurance Manager to oversee the data compilation and remediation activities
associated with the revised performance measures. The QA Manager and State policy staff address oversight
of design changes and the subsequent monitoring and analysis during the weekly policy and monthly quality
assurance meetings. Prior to dramatic system design changes, the State will seek the input of stakeholders
and test/pilot changes that are suggested and developed. Informational letters are sent out to all relevant
parties prior to implementation with contact information of key staff involved. This workflow is documented
in logs and in informational letters found within the DHS computer server for future reference. Stakeholder
invoiverent and informational letters are requested or sent out on a weekly/monthly/ongoing basis as policy
engages in the continuous qualify improvement cycle.

Unit managers, policy staff and the QA committes continue to meet on a regular basis (weekiy or monthly) to
meonitor performance and work plan activities. The IME Management and QA commitiees include
representatives from the contracted units within the IME as well as State staff. These meetings serve io
present and analyze data to determine patterns, frends, concerns, and issues in service delivery of Medicaid
services, inciuding by not limited to waiver services. Based on these analyses, recommendations for changes
in policy are made te the IME policy staff and bureau: chiefs. This information is also used fo provide
training, techmical assistance, corrective action, and other activities. The unit mapagers and committees
monitor training and fechnical assistance activities to assure consistent implementation statewide. Meeting
minuies/work plans track data analysis, recoromendations, and prioritizations to map the continuous
evaluation and improvement of the sysiem. IME analyzes general system performance through the
management of contract performance benchmarks, 1SIS reports, and Medicaid Value Management reports
and then works with contractors, providers and other agencies regarding specific issues. The QA commiteee
directs workgroups on specific activities of quality improvement and other workgroups are activated as
needed.

In addition to developing QM/QI programs that include regular, ongoing assessment of services provided to
Medicaid beneficiaries, MCOs must mainiain a QM/Q] Commitiee that includes medical, behavioral health,
and long-term care staff, and network providers. This committee is responsible for analyzing and evaluating
the result of QM/QI activities, recommending policy decisions, ensuring that providers are involved in the
QM/QI program, instituting needed action, and ensuring appropriate foliow-up. This committee is also
responsible for reviewing and approving the MCGOs® QM/Q! program description, annual evaluation, and
associated work plan prior to submission to DHS.
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it. Describe the process to periodically evaluate, as appropriate, the Quality Improvement Strategy.

The IME reviews the overall QIS no less thao anncally. Strategies are continually adanted to establish and
sustain better performance throngh improvements in skills, processes, and products. Evaluating and
sustaining progress toward svsiem goals is an ongoing, crearive process that has to invelve all stakeholders in
the system. Improvement requires structures, processes, and a culture that encourage input from members at
all levels within the system, sophisticated and thoughtful use of data, oper discussions among people with a
variety of perspectives, reasonable risk-taking, and a commifment to continuous leamning. The QIS is often
revisited more ofien due 1o the dynamic nature of Medicaid policies and reguiations, as well as the changing
chmate of the member and provider communities.

In accordance with 42 CFR 438 Subpart E, the State will maintain a writier strategy for assessing and
improving the guality of services offered by MCOs including, but not limited to, an external independent
review of the gualizy of, timeliness of, and access to services provided to Medicaid beneficiarias. MCOs must
comply with the standards established by the State and must provide all information and reporting necessary
for the State to carry out its obligations for the Staie quality strategy. MCOs are contractually required to
ensure that the results of each external independent review are available to participating health care
providers, members, and potential members of the organizafion, except that the results may not be made
available in a manner that discloses the identity of any individual patient. Further, MCOs must establish
stakeholder advisory boards that advise and provide input into: (a) service delivery: (b) quality of care; (¢}
member rights and responsibilities; (d} resolution of grievances and appeals; {e) operational issues; (f}
program monitoring and evaluation; {g) member and provider education: and (h) priority issues identified by

embers. In accordance with 42 CFR 438 Subpart E, the State will regularly monttor and evajuate the
MCOs’ compliance with the standards established in the State’s quality strategy and the MCOs™ QM/QI
program. The State 1s in the process of developing specific processes and timelines to report results to
agencies. walver providers, participants, families, other imerested parties and the public. This will include
strategies such as leveraging the Medical Assistance Advisory Council (MAAC),

The HCBS Quality Assurance Unit (QAU) completes review of HCBS enrolled providers on a three-five
vear cycle. During the onsite review HCBS ensures personnel are trained in:

~Abuse reporting

~Incident reporting

~Have current mandatory reporter training

- individual member support needs

~Rights restrictions

~Provision of member medication

In addition HCBS QAU reviews the centralized incident report file, appeals and grievances, and any
allegations of abuse. During the review of service documentation any incident identified in narrative which
falls under the Incident description in 77.25(3), 1s required to have an incident report filed. The agencies
tracking and trending of incident reports is also reviewed during the onsite review. Any areas the agency may
be out of compliance in results in the requirement of a corrective action plan. HCBS

gives the provider 30 days to submit a time Jimited corrective action plan which will remediate the
deficiency. 45 days after the corrective action plan bas been accepted HCBS follows up and requires the
agency to submit evidence that the corrective action plan was put into place.
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Appendix I Financial Accountability

I-1: Financial Integritv and Accountability

Financial Integrity. Describe the methods that are empioyed to ensure the intsgrity of payments that have been made
for waiver services, including: {a) requirements concerning the independent andit of provider agencies; (b) the financial
audit program that the state conducts to ensure the mtegrity of provider billings for Medicaid pavment of waiver
services, mcluding the methods, scope and frequency of audits; and, (c) the agency (or agencies) responsibie for
conducting the financial andit program. State laws, regulations, and policies referenced in the description are available to
CMS upon reguest through the Medicaid agency or the operating agency (if applicable).

The IME Program Integrity (PI} unit conducts audits on all Medicaid Provider types incinding HCBS providers. Any
suspected frand is referred to the Department of Inspection and Appeals Medicaid Fraud and Control Unit (MFECL).
The PI Unit vendor is coniractually required to review a minimuin of 60 cases in each quarter across all provider
types. Reviewed cases include providers who are outliers on muliiple parameters of cost, utilization, quality of care,
and/or other meirics. Reviews are also based on referrals and complaints received. Reviews include review of claums
data and service documentation to detect such aberrancies as up-coding, unbundling, and billing for services not
rendered. This monitoring may involve desk reviews or provider on-site reviews. During a desk review the provider is
required to submit records for review. The Pl vendor must initiate appropriaie action to recover Improper payiments on
the basis of its reviews. They must work with the Core MMIS contractor to accomplish required actions on providers,
including requests te recover payment through the use of credit and adjustment procedures.

The PI vendor must report findimgs from all reviews to DHS, mcluding monthly and quarterly written reports detailing
mformation on provider review activity, findings and recoveries. Requests for provider records by the PI unit include
Form 470-447%, Documentation Checklist, listing the specific records that must be provided for the audit or review
pursuant to paragraph 79.3(2)¥“d” to document the basis for services or activities provided. Reviews are conducted in
accordance with 441 lowa Administrative Code 79.4 { htips://www Jegis.iowa.gov/docs/ ACO/chapter/441.79 pdf).

Since transitioning to¢ a combined 1915(b)/1915(c) mode!l on 4/1/2016, the vast majority of HCBS claims are paid
through MCOs. The IME Program Integrity unit only reviews claims submitted through the Fee-For-Service (FFS)
system for members who are not enrolied in an MCO. There are a relatively small number of HCBS claims in the FFS
universe, and as such statistical sampling is unnecessary. It is more efficient and productive for the PI Unit to use more
targeted strategies to identify providers for review, such as using daia analysis and algorithms to identify billing
aberrancies, as well as referrals and complaints that come from various sources. The Pl vendor may conduct on-site
reviews, but there is no requirement for a set percentage of reviews {o be conducted on-site.

Should the State require a provider to perform a self-review, the prescribed methodology for review is determined on a
case-by-case basis, and is generally determined based on the nature and scope of the issue identified. In previous
years, all [ICBS claims were paid through the FFS system: currently the vast majority of HCBS claims are paid by
MCOs. The state compares the resuits of the MCO program integrity efforts to the results achieved in past years.
However, MCO operations tend to rely more on prior authorization: of services and pre-payment claims editing to
control costs, and as such this type of comparison will not be straightforward and may not provide useful wformation.

When the PI vendor ideniifies an overpayment for FFS claims, a Preliminary Report of Tentative Overpayment
(PROTQ) letter is sent io the provider. The PROTO letier gives the provider an opportunity to ask for a re-evaluation
and they may submit additional documentation at that time. After the re-evaluation is complete, the provider is sent a
Findings and Order for Repayment (FOR) letter to notify them of any resulting overpayment. Both the PROTO letter
and the FOR letter are reviewed and signed off by state Pl staff prior to mailing. The FOR letier also inciudes appeal
rights to inform the provider that they may appeal through the State Fair Hearing process. When overpayments are
recovered, claims adjustments are performed which automatically results in the FFP being returned to CMS.

The OHCDS Medicaid ardit is subject to the same standards and processes as outlined for FFS. The state’s coniracted
MCOs are also responsibie for safeguarding against, and investigating repoits of, suspected fraud and abuse. MCOs are
required 1o fully cooperate with the DHS PI Unit by providing data and ongoing communication and coliaboration. Per
42 CFR 438.608 and 42 CFR Part 435, MCOs must have an administrative procedure that includes a mandatory
compliance plan that describes in detail the manner in which it will detect frand and abuse. The PI Plan must be
updated annually and snbmitted to DHS for review and approval. The MCOs are also required to make referral to IME
and the MRCU for any suspected frandulent activity by a provider. On a monthly basis, the MCO must submit an
activity report to DHS, which outlines the MCO’s Pl-refated activities and findings, progress in meeting goals and
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objectives, and recoupment totals. Each MCO 1s also required to meet in person with the IME PI Unit, the IME
Managed Care Oversight Bureau, and the MFCU on at least a quarterly basis 1o coordinate on open cases and review
the MCO s program integrity efforts. lowa’s MCOs continuously conduct reviews/andits on providers in their
networks. The degree te which these include HCBS providers varies over time depending on tips received and leads
from data analytics.

As part of the 2017 EQR process, a focused study is being conducted regarding Person Cenrered Care Planning
processes of the MCOs. The EQR vendor will be requesting documentation of person centered care planning (including
whether or not services are being provided on an ongoing basis in the amount authorized in the service plan} for a
sample of MCO members to verify that MCOs are providing services as authorized by the interdisciplinary team. lowa
will use the results of this focused study as a baseline to develop an ongoing review process to ensure MCOs are
complying with the guidelines lowa has provided for statistically significant samples, as well ensure that services are
being provided according to the IDT authorized pian of care.

The state trends data from the MCO program integrity mouthly reports to identify trends in number of tips received,
number of audits/investigations opened and closed nurnber of referrals to MFCU, number and amount of overpayments
recovered. The State has not vel performed any root canse analysis on resuits of MCO reviews. Because the MCOs
have been operational in Jowa for only a relatively short time and PI investigations can be lengthy, there is not yet
enough data available for this type of analysis.

MCOs must also coordinate all P efforts with IME and lowa’s MFCU. MCOs must have in place a method to verify
whether services reimbursed were actually furnished to members as billed by providers, and must comply with 42 CFR
Part 455 by suspending payments to a provider after DHS determines there is @ credible allegation of fraud for which
an ipvesiigation is pending under the Medicald program against an individual/entity unless otherwise directed by DHS
or law enforcement. MCOs shall comply with all requirements for provider disenroliment and termination as required
by 42 CFR §455.

The Auditor of the State has the responsibility to conduct periodic indspendent audit of the waiver under the provisions
of the Single Audit Act. All HCBS cost reports will be subject to desk review audit and, if necessary, a field
audit. However, the Waiver does not require the providers to secure an independent audit of their financial statements.

Appendix I: Finapcial Accountability
Quality Improvement: Financial Accountability

As a distincr component of the State’s guality improvement strategy, provide information in the following fields 1o detail the
State’s methods for discovery and remediation.

a, Methods for Discovery: Financial Accountability Assurance:
The State must demonstrate that it has designed and implemented an adequate system for ensuring financial
accountability of the waiver program. (For waiver actions submitted before June 1, 2014, this assurance read "State
Financial oversight exists fo assure that claims are coded and paid for in accordance with the reimbursement
methodology specified in the approved waiver.")
i. Sub-Assurances:

a. Sub-ussurance: The State provides evidence that claims are coded and paid for in accordance with
the reimbursement methodology specified in the approved waiver and only for services rendered.
(Performance measures in this sub-assurance include all Appendix I performance measures for waiver
actions submitted before June [, 2014.)

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possibie, include numerator/denominator.

For each performance measure, provide information on the ageregated daia that will enable the Staie
fo analvze and assess progress toward the performance measure. In this section provide information
on the method by which each sowrce of data is analvzed statisticallyv/deductively or inductively, how
themes are identified or conclusions drawn, and how recommendations are formulated where

appropride.
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Performance Measure:

FA-al: The IME will deiermine the number and percent of FFS reviewed claims
supported by provider documentation. Numerator = # of reviewed paid claims
where documents supporis the units of service; Denominator = # of reviewed paid
claims

Data Source {Select one}:
Financial records {including expenditures)
I 'Other’ is selected, specify:

Program Imtegrity reviews claims and provider decumentation for providers

already under review.

Responsible Party for
data
collection/generation

Frequency of data
coliection/generation
{check each that

Sampling Approach
(check each that applies):

(check each that applies).
applies).
T State Medicaid | 7 Weelkly T 100% Review
Agency
. Operating Agency Monthly + Less than 108%
Review
T Sub-State Enfity o/ Quarterly " Representative
Sample
Confidence
lmerval = |
o Other o Annually . Stratified
Specify: Describe Group:
Contracted Entity

. Continuously and

Ongoing

« Other
Specify:
Annually a
sample of claims
from the 2 most
utilized codes in
the first
vear. Remaining
codes are
reviewed in
following vears.
Documentation
is reviewed 1o
determine
appropriate
umits.

' Other
Specify:
guarterly across all
waivers, annually
for this waiver
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Data Aggregation and Analysis:

Responsible Party for ¢ata Freguency of data aggregation and
aggregation and analysis (check each | agalysis(check each that applies):
that applies):

W State Medicaid Agency T Weekly

7 Operating Agency " Montity

7" Sub-State Entity wf Quarterly

. Other W Annually

Specify:

Conttnuously and Ongoing

« Other

Specify:

guarterly across all walvers,
annually for this waiver.

Performance Measure:

FA-a2: The IME will determine the number of ciean claims that are paid by the
magpaged care organizations within the time frames specified in the confract.
Numerafor = # of ciean claims that are paid by the managed care organization
within the time frames specified in the coniract; Denominator = # of Managed
Care provider claims.

Data Source (Select one):

Financial records (including expenditures)

If'Other' is selected, specify:

Adjudicated claims summary, elaims aging summary, and claims lag report

Responsible Party for | Freguercy of data Sampling Approach
data collection/generation (check each that applies).
collection/generation L (check each that applies):
(check each that applies):
" State Medicaid T Weekly " 100% Review
Agency
. Operating Ageney | . Monthly 7 Less than 100%
Review
% Sub-State Entity i/ Quarterly " Representative
Sample
Confidence
Interval=
W Other T Anneally . Stratified
Specify: Describe
Contracted Entity Group:
mcluding MCOs
™ Continuously and - Other
Oungoing Specify:
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. Other ’
Specigf: ]

Drata Aggregaiion and Analysis:

Responsible Party for data Frequency of data aggregation and
ageregation and analysis (check each | analysis(check each that applies):
that applies):
o State Medicaid Agency T Weekly
_ Operating Agevcy " Monthly
T Sub-State Entity -~ Quarterly
. Other " Annually
Specily: .
¢ Continuously and Ongeing
T Other
Specify:

i

b. Sub-assurance: The state provides evidence that rates remain consistent with the approved rate
methodology throughout the five year waiver cycle.

Performance Measures

For each performance measure the State will use 1o assess compliance with the siatutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aegregated data thal will enable the State
to analvze and assess progress toward the performance measure. In this section provide information
on the method by which each sowrce of daia is analvzed statisticallv/deductively or_inductively, how
themes are identified ov conclusions drawn, and how recommendations are formulaied where

appropridie,

Performance Measure:

FA-bl: The IME wili measure the number and percent of claims that are
reimbursed according to the lowa Administrative Code approved rate
methodology for waiver services provided. Numerator = # of reviewed claims paid
using ¥IME-approved rate methodologies; Denominator = # of reviewed paid
claims.

Datz Source (Select one):

Financial records (including expenditures)

1f"Other' 1s selected, specify:

The DW Unit query pulls paid clzims data for all seven of the HCBS waivers.
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Responsible Party for | Frequency of data Sampling Approach
gata collection/generation {check each that applies}:
coliection/generation {check each thar applies):
{check each that applies).
T State Medicaid T Weekly - o 100% Review
Agency
i Operating Agency | 4 Monthly . ¢ Less than 100%
Review
i Sub-Stare Entity  Quarterly " Representative
Sample
Confidence
Interval = |
~t Other : i Annually 7" Stratified
Specify: Describe
Contracted Entity Group: ..
- Continnously and o Other
Ongoing Specify: .
" Other
Specify:

Data Aggregation and Analysis:

Responsibie Party for data
aggregation and analysis (check each

¥requency of data aggregation and
analysis{check each that appliesi:

that applies).
+ State Medicaid Agency " Weekly
... Operating Agency " Monthly

T Sub-State Entity

¢ Quarterly

" Other

Specify:

T Anpually

-~ Continuously and Ongoing

~ Other
Specify;

Performance Measure:
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FA-b2: The IME will measure the number of capitation payments to the MCOs
that are made in accordance with the CMS approved actearially sound rate
methodolegy. Numerator: # of Capitation pavments made to the MCOs at the
approved rates through the CMS certified MMIS, Denominator: # of capitation
payments made through the CHMS certified MMIS,

kata Source (Select one):

Financial records (including expendifures)
If'Other' 1s selected, specify:

MMIS

Responsible Party fer  ; Frequency of data Sampling Approach
data collection/generation {check each that applies),
collection/generation {check each tha applies).
{check each that applies):
" State Medicaid = | Weekly » 1% Review
Agency :
7 Operating Agency Monthly 7 Less than 100%
Review
;" Sub-State Entity wf Quarterly " Representative
Sample
Confidence
Interval =
W Other T Annuaily " Stratified
Specify: Describe
contracted entity Group:
" Continuously and . Other
Ongoing Specify: _
" Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
ageregation and analysis (check each

Frequency of data agoregation and
analysis(check each that applies).

that appiies).
« State Medicaid Agency . Weekly
. Operafing Agency " Monthly

" Sub-State Entity « Quarterly

" Other
Specify:

" Anpually
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Responsible Party for data Freguency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

- Continuously and Ongoing

T Other
SPECIEy: e

ii. If applicable, in the textbox below provide any necessary additional mformation on the swrategies empleyved by

the State to discover/identify problems/issues within the waiver program, including frequency and parties
responsible.

The Program Iniegrity unit samples provider claims each quarter for quality. These claims are cross-walked
with service documentation to determine the percentage of error assoctated with coding and

documentation. This data 1s reported on & guarterly basis.

MCO claims data is compared to the contractual obligations for MCO timeliness of clean claim
payments. Data is provided to the HCBS staff as well as to the Bureau of Managed Care.

b, Methods for Remediation/Fixing Individual Problems

L

it.

Describe the State’s method for addressing indtvidual problems as they are discovered. Include mformation
regarding responsible parties and GENERAL methods for problem correction. In addition, provide
informaiion on the methods used by the State to docwment these items.

Wher: the Program Integrity unit discovers situations where providers are missing documentation to sapport
billing or coded incorrectly, monies are recouped and technical assistance is given te prevent future
occurrence. When the lack of supporting documentation and incorrect coding appears to be pervasive, the
Program Integrity Unit may review additional claims, suspend the provider payments; require screening of all
claims, referral to MFCU, or provider suspension.

The data gathered from this process is stored in the Program Integrity tracking system and reported to the
state on a quarterly basis.

If during the review of capitation payments the IME determines that a capitation was made in error, that
claim is adjusied to create a corrected payment.

Remediation Drata Aggregation

Remediation-related Data Agoregation and Analysis (including trend identification)

Responsible Party(check each that applies): Frequenc}(’c?;lfetci: Z?E %;252;;‘;;8?;(1 byt
«* State Medicaid Ageney T Weekly
" Operating Agency " Monthly
" Sub-State Entity " Quarter}y
= Other T Annually
Specify:

7 Contiruously and Ongoing

~ Other
Specify:
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Frequency of data aggregation and analysis

Responsible Party(check each that applies): (check each that applies):

¢. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Financial Accountability that are currently non-
operational.
® No
. Yes
Please provide a detailed strategy for assuring Financial Accountability, the specific timehne for implementing
identified strategies, and the parties responsible for its operation.

Appendix I Finapcial Accountahility
I-2: Rates, Billing and Clatms (1 of 3)

a. Rate Determination Methods. In two pages or less, describe the methods that are emploved to establish provider
payment rates for waiver services and the entity or entiites that are responsible for rate determination. Indicate any
opportuntty for public comment in the process, If different methods are employed for various types of services, the
description may group services for which the same method is emploved. State laws, regulations, and policies
referenced in the description are availabie npon request to CMS through the Medicaid agency or the operating agency
(if applicabie).

The following are are reimbursed by fee schedules: (1) assisted living; (2) chore services; (3) personal emergency
response or portable locator system; (4) notritional counseling; (5) homemaker; (6) adult day health; (7) home
deitvered meals; (8) mental health outreach; (9) assistive devices; (10) senior companion; (11) respiie (unless
detailed otherwise below); and home and vehicle modification.

-Home Health Aide, Nursing Services, and Respiie provided by home health agencies are based on & Medicare Low
Utilization. Payment Adjustment (LUPA rates with state geographic wage adjustments less a budget-neurrality factor
maintain Medical Assistance expenditures within the amounts appropriaied by the lowa General Assemnbly.

- Consumer directed atiendant care services are reimbursed based on the agreement of the member and the
provider.

- case management services shall be reimbursed on the basis of a payment rate for a 13-minute unit of service based
on reasonable and proper costs for service provision.

- The transportation county rate is set based on the usual and customary transportation rate in the community
(including rural and urban). ‘

For services that the member self-directs through the Consumer Choices Option (i.e., self-directed personal attendant
care, individualized directed goods and services, and seli~directed community support and employment), the
member negotiates a rate with the entity providing services, goods, and supports. The Financial Management
Service and the Individualized Service Budget supports of CCO are reimbursed by a fee scheduie that sets an upper
Iimit for those services.

441 Towa Administrative Code 79.1 sets forth the principles governing reimbursement of providers of medical and
health services. Specifically, “[t]he basis of payment for services rendered by providers of services participating in
the medical assistance program is either a system based on the provider’s allowabie costs of operation or a fee
schednle. Generally. institutional types of providers such as hospitals and nursing facilities are reimbursed on a cost-
related basis. and practitioners such as physicians, dentists, optometrists, and similar providers are reimbursed on the
basis of a fee schedule. Providers of service must accept reimbursement based upon the department’s methodology
without making any additional charge to the member. Reimbursement types are described at 441 lowa
Administrative Code 79.1{1):

¢c. Fee schedules. Fees for the various procedures involved are determined by the depariment with advice and
consultation from the appropriate professional group. The fees are intended to reflect the amount of resources (time,
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training, experience) mvolved m each procedure. Individual adjustroents will be made periodicallv to correct any
inequity or to add new procedures or eliminate or modify others. If product cost 15 involved in addition to service,
reimbursement is based either on a fixed fee, wholesale cost, or on actual acquisition cost of the product to the
provider, or product cost is included as part of the fee schedule. Providers on fee schedules are reimbursed the lower
of:

{1} The actual charge made by the provider of service.

{2) The maximum allowance under the fee schedule for the itsm of service in question.

Fee schedules in effect for the providers covered by fee schedules can be obtained from the department’s Web site
at: http://dhs.jowa.gov/ime/providers/csrp/fee-schedule, All provider rates are part of Jowa Administrative Code and
are subject to public comment any tume there is change. Rate determination methods are set forth in lowa
Administrative Code and subject to the State’s Administrative Procedures Act, which requires a mimimum twenty-
day public comment period. A public hearing by the state agency to take comments is not required unless at least
twenty-five persons demand 2 hearing, though Agency’s often schedule a public hearing regardless of the number of
commments received. The state agency may revise a rile In response to comments recejved but is not required ic do
so. This information is on the website as well as distributed to stakeholders when there is a change. Legistators
consider constituent mput and volume regarding the sufficiency of the rates balanced with budgetary aliowances.

MCO capitation rate development methodologies are described in the §1915(b) wajver and associated materials. To
estimate the fee-for-service population in Waiver Year 4, the State assumed that the same number of unique
individuals would receive services for the waiver vear, although the payment basis will be blended between fee-for-
service and managed care based on the waiver effective date and managed care mplementation date. As such, the
average cost per unit is illustrated as a combination of that assumed previously for the fee-for-service population
blended with the applicable portion of the vear at the assumed managed care unit cost yates. The cost per unit for
services delivered under managed care were developed as the fee-for-service cost per ualt amounts grossed up to
reflect tota} capitation payment reimbuwrsement representing the average LTSS blended capitation rate for the rate
cells. Non-contract providers would be responsible for submitting claims to the MCO. The MCO would then
reimburse the provider at a rate consistent with the MCO’s contract with the State. Non-contract providers would be
responsible for submitting claims to the MCC. The MCO would then reimburse the provider at a rate consistent
with the MCO’s coniract with the State.,

b. Fiew of Billings. Describe the flow of billings for waiver services, specifying whether provider billings flow directly
from providers to the State's claiins payment system or whether billings are routed through other intermediary entities.
1f billings flow through other intermediary entities, specify the entities:

For fee-for-service members, providers shall submit ciaims on 2 monthly basis for waiver services provided to each
member served by the provider agency. Providers may submit manual or electronic claim forms. Electronic claims
must utilize a HIPAA compliant software, PC-ACE Pre 32, and shall be processed by the IME Provider Services
Unit. Manual ctaims shall be directed to the lowa Medicaid Enterprise (IME)/Provider Services Unit.

Providers shall submit a claim form that accurately reflects the following: (1) the provider's approved NPI provider
number; (2) the appropriate watver procedure code(s) that correspond to the watver services authorized in the ISIS
service plan; and (3) the appropriate waiver service unit(s) and fee that corresponds to the ISIS service plan.

The IME issues provider payments weekly on each Monday of the month. The MMIS system edits insure that
payment will not be made for services that are not included in an approved ISIS service plan. Any change to 1SIS
data generates a new authorization milestones for the case manager or health home care coordinator. The [SIS
process culminates in a final ISIS milestone that verifies an approved service plan has been entered into ISIS. ISIS
data is updated daily into MMIS,

For MCO members, providers bill the managed care entity with whom a member 1s enrolled in accordance with the
terms of the provider’s contract with the MCO. Providers may not bill Medicaid directly for services provided to
MCO members.

Appendix E: Financial Accountability
B-2: Rates, Billing and Claims (2 of 3)

e. Certifying Public Expenditures (select one):

htips://wms-mmdl.cms.gov/WMS/faces/protected/3 5/print/PrintSelector.jsp 4/12/2018



Appendix [: Waiver Draft 1A.006.06.00 - Aug 01, 2018 Page 11 of 21

% No. State or local government agencies do not certify expenditures for waiver services.

..+ Yes. State or iocal povernment agencies directly expend funds for part or all of the cost of waiver
services and certify their State povernment egpenditures {CPE) in lieu of billing that amount to
Medicaid.

Select at ieasi one:

" Certified Public Expenditures (CPE) of State Public Agencies.

Specify: {a) the State government agency or agencies that certify public expenditures for waiver services;
(b) how it is assured that the CPE is based on the total computable costs for watver services; and, (c) how
the State verifies that the certified public expenditures are eligible for Federal financial participation in
accordance with 42 CFR §433.51(b).(Indicaie scurce of revenue for CPEs in Item I-4-a.)

" Certified Public Expendiiures (CPE) of Local Govermment Agencies.

Specify: (a) the local govermment agencies that incur certified public expenditures for watver services; (b)
how 1t is assured that the CPE 15 based on total computable costs for waiver services; and, (¢) how the State
verifies that the certified public expendimres are eligible for Federal financial participation in accordance
with 42 -CFR §433.51(b). (indicate source of revernue for CPEs in ltem I-4-b.)

Appendix I Financial Accountability
I-2: Rates, Billing and Claims (3 of 3)

d. Billing Validation Process. Describe the process for validating provider billings to produce the claim for federal
financial participation, including the mechanism(s) to assure that all claims for payment are made only: (a) when the
mdividual was eligible for Medicaid waiver payment on the date of service; (b} when the service was included in the
participant’s approved service plan; and, (¢} the services were provided:

The MMIS system adits to make sure that claim payments are made only when a member is eligible for waiver
payments and when the services are included in the service plan. An member is eligible for a Medicaid Warver
payment on the date of service as verified in ISIS. The billmg validation method inciudes the date the service was
provided, time of service provision, and nams of actual member providing the service. Several entities monitor the
validity of claim payments: (1) case manager. or health horse coordinator ensures that the services were provided by
reviewing paid claims information made available fo them for each of their members through ISIS; (2) the Towa
Diepartment of Human Services Bureau of Purchased Services performs financial audits of providers to ensure that
the services were provided; (3) the IME Program Integrity Unit performs a variety of reviews by either random
sample or outiier algorithms.

The MMIS systern mncludes system edits to ensure that prior to issuing a capiiation payment to an MCO the member
is eligible for the waiver program and is enrolled with the MCO. MCOs must implement system edits fo ensure that
claim payments are made only when the member is eligible for waiver payments on the date of service. The MCOs
are required to develop and maintain an electronic community-based case management system that captures and
tracks service delivery against authorized services and providers. The State monitors MCO compliance and system
capability through pre-implementation readiness reviews and ongoing monitoring such as a review of sampled
payments io ensure that services were provided and were mcluded in the member’s approved plan of care, The
MCOs are also responsible for program integrity functions with DHS review and oversight.

When mappropriate billings are discovered (Le.; overpayments determined) the provider is notified in writing of the

overpayment deterrnination. The provider sither submits a refund check to the IME or the overpayment is set as a
credit balance within the MMIS. Future claim payments are then used fo reduce and eliminate the credit balance.
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Ivieanwhile. the overpaymenis are recorded and reported to the state data warehouse using an end-of-month A/R
reporting process. Any overpayments determined during a particular month are reported for that month. Any
recoveries of these overpayments are similarly recorded and reported to the state data warehouse using the same end-
of-month A/R process and for the month in which the recoveries were made. The dates on which the respective
overpayments occurred and the recoveries made are part of this month-end A/R reporting. Bureau of Fiscal
Management staff then extracts this reporting from the data warehouse to construct the CMS-64 report, the official
accounting report submitted by the Department to CMS (the state’s claiming mechanism for FFP). The CM5-64
report shows CMS what lowa's net expenditures are for the quarter and 1s used to determine & final claim of federal
funds. The federal-dollar share of any overpayments not recovered within 12 months of the payment itself must be
returned to CMS and this 15 accomplished through the CMS-64 report as well.

Prevention of member coercion:

The case managets, IHE care coordinators, and MCCQ CCBCMs are responsible for conducting the interdisciplinary
team for each member and ensuring the unencumbered right of the member o choose the provider for each service
that will meet the member's needs.

The HCRS Unit completes the Towa Personal Experience Survey tc a random sample of members, A specific survey
question relates to the members” ability fo choose their providers. Any indication coercion wilt result in followup
action by the HCRBS staff.

The IVIE HCBS Unit observes & random sample of inierdisciplinary team (JD7T) meetings conducted by MCO
Community Based Managers, This allows the HCBS Unit to note any member coercien in choice of providers,
HCRBS staff then requests the final service plan to ensure that the final plan does include the services, units and
providers chosen by the member. Any changes and omissions require followup by the HCES staff for resolution by
the MCO.

As part of the 2017 EQR process, a focused study was conducted regarding Person Centered Care Pianning
processes of the MCOs. The EQR vendor conducted onsite visits to review MCO documentation of person centered
care planning {including freedom of choice) for a sample of MCO members to verify that MCOs are mamtaining
records of such processes. The results of this study will be provided to the IME in Spring 2018, MCO account
managers will then work with the MCOs to ensure that choice is documented as part of the overall process.

e. Billing and Claims Record Maintenance Requirement. Records documenting the audit trail of adjudicated claims

(including supporting documentation) are maintained by the Medicaid agency, the operating agency (if applicable),
and providers of waiver services for a minimum period of 3 years as required in 45 CFR §92.42.

Appendix I Financial Accountability

[-3: Pavinent (1 of 7)
a. Method of payments - MMIS (select one):

Ny Payments for all waiver services are made through an approved Medicaid Management Information
System (VIMIS).
Payments for some, but not all, waiver services are made through an approved MMIS,

Specify: () the waiver services that are not paid through an approved MMIS; (b} the process for making such
payments and the entity that processes payments; (c) and how an andit trail is maintained for all state and federal
funds expended outside the MMIS; and. (d) the basis for the draw of federal funds and claiming of these
expenditures on the CMS-64:

Payments for waiver services are not made through an approved MMIS.

Specify: (a) the process by which payments are made and the entity that processes payments; (b} how and
through which system(s) the payments are processed; (c) how an audit traif is maintained for all staic and federal
funds expended outside the MMIS: and, (d) the basis for the draw of federal funds and claiming of these
expenditures on the CMS-64:
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“# Pavments for waiver services are made by a managed care entity or entities. The managed care entity is
paid a monthly capitated pavment per eligible enroliee through an approved MMIS.

Describe how payments are made to the managed care entity or entities:

Payments for waiver services for fee-for-service members are made by DHES through the MIMIS.  Capitation
payments 10 MCOs are made by the MMIS. The MMIS has membey eligibility and MCO assignment
information. When a member is enrofled in an MCQ, this 1s reflected on his/her eligibility file and monthiy
payment flows from the MMIS to the MCO via an 8§37 transaction. A monthly payment io the MCO on behalf
of each member for the provision of health services under the contract. Payment is made regardless of whether
the member receives services during the month.

Appendix I: Financial Accountability
i-3: Pavment (2 of 7)

b. Direct payment. In addition to providing that the Medicaid agency makes payments directly to providers of waiver
services, payments for watver services are made utilizing one or more of the following arrangements (sefect az least
one):

- The Medicaid agency makes payments directly and does not use a fiscal agent (comprehensive or limited)

or a managed care entity or enfities,
~ The Medicaid agency pays providers through the same fiscal agent used for the rest of the Medicaid

program.
«# The Medicaid agency pays providers of some or all waiver services through the use of a limited fiscal

agent.

Specify the limited fiscal agent, the waiver services for which the Iimited fiscal agent makes payment, the
functions that the limited fiscal agent performs in paying waiver claims, and the methods by which the Medicaid
agency oversees the operations of the limited fiscal agent:

For fee-for-service members, for the self-direction option of the waivers, pavments will be made to a financial
management service, which will be designated by the state as an organized healthcare delivery system to make
payments to the entities providing support and goods for members that seli-direct. The financial management
service must meet provider qualifications established by the state and pass a readiness review approved by the
state and be enrolled as a Medicaid provider with the state. The state will also oversee the operations of the
financial management service by providing periodical audits. Providers are informed about the process for
billing Medicaid directly throngh annual provider training, IME informational bulletins, and the IME provider
manual.

The fiscal agent mails to entities providing supports and goods for members that self-direct information how

they can bill Medicaid directly if they choose. IME exercises oversight of the fiscal agent through both the ISIS

system and through our "Core" unit. The Core unit performs a myriad of functions for the Towa Medicaid

Enterprise including, but not limited to, processing and payving claims, handling mail, and reporting. This unit

also maintains and updates the automated eligibility reporting system known as ELVS. IME has regularty

scheduled meetings with Core that has thresholds of measurements they are required to meet te assure quality.
«* Providers are paid by a2 managed care entity or entities for services that are inciuded in the State's

contract with the entity.

Specify how providers are paid for the services (if any) not included in the State's confract with managed care
entities.

N/A
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Appendix |: Finapcial Accountability
-3 Payment 3 of 7)

¢. Supplemental or Enhanced Payments. Section 1902{(a)(30} requires that payments for services be consistent with
efficiency, economy, and quality of care. Section 19G3(a)(1) provides for Federal financial participation to States for
expenditures for services under an approved State plan/waiver. Specify whether supplemental or enhanced payments
are made. Select one:

“¢: No. The State does not make suppiemental or enbanced payments for waiver services.

" Yes. The State makes suppiemental or enhanced payments for waiver services,

Describe: (a) the nature of the supplemental or enhanced payments that are made and the waiver services for
which these payments are made; (b) the types of providers to which such payments are made, (¢) the source of
the non-Federal share of the supplemental or enhanced payment; and, (d) whether providers ehgible to receive
the supplemental or enhanced payment retain 100% of the total computable expenditure claimed by the State to
CMS. Upon request, the State will furnish CMS with detailed information about the total amount of
supplemental or enhanced payments to each provider type in the waiver.

Appendix I: Financial Accountability
E-3: Pavment (4 of 7)

d. Payments to State or Local Government Providers. Specify whether State or local government providers receive
payment for the provision of waiver services.

No. State or lecal government providers do not receive pavment for waiver services. Do not complete [tem
[-3-¢.

% Yes. State or local government providers receive payment for waiver services. Complete Item 1-3-e.

Specify the types of State or local government providers that receive pavment for waiver services and the
services that the State or jocal government providers furnish:

State of lowa counlies can own case management agencies, home delivered meal agencies, hospitals, regional
fransit agencies, and supported community living agencies which would therefore cause those counties io
receive Medicaid payments as authorized in SIS for those services.

Case management agency: can provide case management services,

Home delivered meal agency: can provide home delivered meals.

Hospitals: car provide respite, transportafion, nufritional counseling.

Regional transit agencies: can provide transportation.

Supported community living agencies: can provide consumer directed attendant care.

Appendix I: Financial Accountability
i-3: Payvment (5 of 7)

e. Amount of Pavment to State or Lecal Government Providers.

Specify whether any State or local govermument provider receives payments (including regular and any supplemental
payments) that in the aggregate exceed its reasonable costs of providing waiver services and, if so, whether and how
the State recoups the excess and returns the Federal share of the excess to CMS on the quarteriy expendiiure report.

Select one:
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‘&€ The amount paid to State or local government providers is the same as the amount paid te private
providers of the same service.

- The amount paid o State or local government providers differs from the amount paid to private
providers of the same service, No public provider receives payments that in the aggregate exceed ifs
reasonabie costs of providing waiver services,

" The amount paid to State or local government providers differs from the amount paid to private
providers of the same service. When a State or local government provider receives payments
(including reguiar and any supplemental payments) that in the aggregate exceed the cost of waiver
services, the State reconps the excess and returns the federal share of the excess to CMS on the
quarterly expenditure report.

Describe the recoupment process:

Appendix I Financial Accountability
I-3: Payment (6 of 7)

f. Provider Retention of Pavments. Section 1903(a){1) provides that Federal matching funds are only available for
expenditures made by states for services under the approved waiver, Select one:

Providers receive and retain 100 percent of the amount claimed to CMS for waiver services.
& Providers are paid by a managed care entity {or entities) that is paid a monthly capitated pavment.

Specify whether the monthly capitated payment to managed care entities is reduced or returned in part to the
State.

For fee-for-service mernbers, providers receive and retain 100% of the amount claimed to CMS for waiver
services.

The payment fo capitaied MCOs is reduced by a performance withhold amount as outlined in the contracts
between DHS and the MCOs. The MCOs are eligibie to receive some or all of the withheld funds based on the
MCQO's performance in the areas outlined in the contract between DHS and the MCOs.

Appendix I: Financial Accountability
I-3: Payment (7 of 7)

g. Additional Payment Arrangements

i. Voluntary Reassignment of Pavments fo a Governmental Agency. Select one:

‘& No. The State does not provide that providers may voluntarily reassign their right to direct
payments te a governmental ageney.

‘- Yes. Providers may voluntarily reassign their right to direct payments fo a governmentat
agency as provided in 42 CFR §447.10{¢).

Specify the governmental agency (or agencies) to which reassignment may be made.

ii. Organized Health Care Delivery System. Selecr one:
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" No. The State does not empioy Organized Health Care Delivery System (OHCIDS)
arrangements under the provisions of 42 CFR §447.10.

‘% Yes. The waiver provides for the use of Organized Health Care Delivery System
arrangements under the provisions of 42 CFR §447.10.

Specify the following: {a) the entities thar are designated as ap OHCDS and how these entities qualify for
destgnation as an OHCDS; (b) the procadures for direct provider enrollment when a provider does not
voluntarily agree to contract with a designated OHCIIS; {¢) the method(s) for assuring that participants
have free choice of gualified providers when an OHCDS arrangement is employed, including the
selection of providers not affiliated with the OHCDS; (d) the method(s) for assuring that providers that
furnish services under contract with an OHCDS mest applicable provider qualifications under the waiver;
{e) how it 1s assured that OHCDS contracts with providers meet applicable requirements; and, (f) how
financial accountability is assured when an OHCDS arrangement is used:

Enrolied Medicaid providers can choose o subcontract to non-enrolled providers for the provision of
Home and Vehicle Modifications and Assistive Devices, The authorization for the service and the
Medicaid payment for the aathorized service is made to the enrolled Medicaid provider that would ther:
forward payment to the subconfractor in accordance with their confract. Any subcontractor who 1s
gualified to enroll with lowa Medicaid is encouraged to do so. No provider is denied Medicaid
enroflment for those services that they are qualified {o provide. Waiver providers are not required to
contract with an OHCDS in order to furnish services to members,

When the case manager, health home coordinator or community-based case manager has assessed the
need for any walver service, the member is offered the full choice of available providers. The member
has the right to choese from the available providers; the hst of providers is available through the case
mnanager, irealth home coordinator or community-based case manager, and 1s also available through the
IME and MCQ websites. In accordance with the lowa Administrative Code, all subcontractors must
meet the same criteria guidelines as enrolled providers and the confracting enrolled provider must
confirm that ali criteria is met.

The Financial Management Services entities are designated as an OHCDS as long as they meet provider
gualifications as specified in C-3. lowa Medicaid Enterprise (the state Medicaid agency) executes a
provider agreement with the OHCDS providers and MCOs contract with an IME enrolled Financial
Management Services solation. The Financial Management Services provided by the OHCDS 15
vohuntary and an alternative billing and access 1s provided to both walver members and providers.
Members have free choice of providers both within the OHCDS and external to these providers.
Providers may use the aliernative certification and billing process developed by the lowa Medicaid
Enterprise. Members are given this information during their service plan development. Providers are
given this information by the OHCDS.

The Designated OHCDS reviews and certifies that established provider qualifications have been met for
each individual or vendor receiving Medicaid retmbursement. Annually each provider will be rectified
as a qualified provider. Emplover/emplovee agreements and timesheets document the services provided
if waiver members elect to hire and manage their own workers. The purchase of goods and services 1s
documented through receipts and/or invoices. For each purchase for fee-for-service members, Medicaid
funding from the MMIS 1o the provider of the service is accurately and appropriately tracked through
the use of fowa’s ISIS system.

Financial oversight and monitormg of the OHCDS is administered by the Iowa Medicaid Enterprise
through an initial readiness review fo determine capacity to perform the waiver services and throughout
the year using a reporting system, random case file stdies and the regular Medicaid audit process.
MCOs are contractually required to develop a system to track ali OHCDS Financial Management
Services, which is subject to DHS review and approval. Further, the MCOs maintam financial oversight
and monitoring with ongoing review and authority retained by DHS.

iii. Contraets with MCOs, PIHPs or PAHPs. Select one:

The State does not contract with MCOs, PIHPs or PAHPs for the provision of waiver services,
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" The State contracts with a Managed Care Organization{s) (MCOs) and/or prepaid inpatient bealih
plan{s) (PIEIP) or prepaid ambulatory health plan(s) (P AHP) under the provisions of §1915(a)(1) of
the Act for the delivery of waiver and other services. Participanis may voluntarily elect to receive
waiver and other services through such MCOs or prepaid health plans. Contracts with these health
plans are on file at the State Medicaid agency.

Describe: {a) the MCOs and/or health plans that furnish services under the provisions of §1915(a}1}; (b)
the geographic areas served by these plans; (c) the waiver and other services furnished by these plans;
and, (d} how payments are made to the health plans.

&' This walver is a part of 2 concurrent §19153(b)/§1915(c) waiver. Participants are required to obtain
waiver and other services through a MCO and/or prepaid inpatient health plan (PTHP) or a
prepaid ambulatory health plan (PAHP). The §1915(kh) waiver specifies the types of bealth plans
that are used and how pavments {o these plans are made.

- This waiver is a part of a concurrent 01115/01915(c} waiver. Participants are required fo obtain
waiver and other services through a MCO and/or prepaid inpatient health plan (PIHP) or a
prepaid ambulatory bealth plan (PAHP). The [11115 waiver specifies the types ol health plans that
are used and how payments to these plans are made.

Appendix [ Financial Accountability
I-4: Non-Federal Matching Funds (I o 3)

a. State Level Source(s) of the Non-Federal Share of Computabie Waiver Costs. Specify the State source or sources
of the non-federal share of computable waiver costs. Select af least one:

W Appropriation of State Tax Revenues to the State Medicaid agency
" Appropriation of State Tax Revenues to a State Agency other than the Medicaid Agency.

If the source of the non-federa! share is appropriations to another state agency (or agencies), specify: (a) the State
entity or agency receiving appropriated fands and (b} the mechanism that is used to ransfer the funds to the
Medicaid Agency or Fiscal Agent. such as an Intersovernmental Transfer (IGT), including any matching
arrangement, and/or, indicate if the funds are directly expended by State agencies as CPEs, as indicated in Hem
I-2-c:

H

o Other State Level Source(s) of Funds.

Specify: (a) the source and nature of funds; (b) the entity or agency that receives the funds; and, (c) the
mechanism that is used to transfer the funds to the Medicaid Agency or Fiscal Agent, such as an
Intergovernmental Tramsfer (1GT), including any matching arrangement, and/or, indicate if funds are directly
expended by State agencies as CPEs, as indicated m ltem 1-2-c:

Appendix | Financial Accountabiiity
I-4: Non-Federal Matching Funds (2 of 3)

b. Local Government or Other Source{s) of the Non-Federal Share of Computable Waiver Costs. Specify the
source or sources of the non-federal share of computable waiver costs that are not from state sources. Select One:

‘& Not Applicable. There are no local government Jevel sources of funds utilized as the non-federal share.
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.. Applicable
Check each thar applies:

" Appropriation of Local Government Revenues.
Specify: (a) the local government entity or entities that have the authority to levy taxes or other revenues:
(b) the source(s} of revenue; and, (¢) the mechanism that is used to transfer the funds to the Medicaid
Agency or Fiscal Agent, such as an Intergovernmental Transfer (1GT), imcluding any matching arrangement
{indicate any intervening entities in the transfer process), and/or, indicate if funds are directly expended by
local government agencies as CPEs, as specified in ltem 1-2-c:

© Other Local Government Level Seurce(s) of Funds.

Specify: (a) the source of funds; (b) the local government entity or agency receiving funds; and, (c) the
mechanism that is used o iransfer the funds to the Staie Medicaid Agency or Fiscal Agent, such as an
Intergovernmental Transfer (IGT), including any matching arrangement, and/or, indicate if funds are
directly expended by local government agencies as CPEs, as specified in Item I-2-c;

Appendix I Financial Accountability
f-4: Non-Federal Matehing Funds 3 of3)

¢. Infermation Concerning Certain Sources of Funds. Indicate whether any of the funds listed in Items I-4-a or i-4-b
that make up the non-federal share of computable waiver costs come from the following sources: (a) health care-
related taxes or fees; (b) provider-related donations; and/or, {¢) federal funds. Select one:

“& None of the specified sources of funds confribute to the non-federal share of computable waiver costs
. The following source(s) are used

Check each that applies:

" Health care-related taxes or fees
7 Provider-related donations

" Federal funds

For each source of funds indicated above, describe the source of the funds in detatl:

Appendix ! Financial Accountability
F-5: Exclusion of Medicaid Pavment for Room and Board

a. Services Furnished in Residential Setiings. Select one:

" No services under this waiver are furnished in residential settings other than the private residence of the
individual.
‘®  Ag specified in Appendix C, the State furnishes waiver services in residential settings other than the
personal home of the individual,
b. Method for Excluding the Cost of Room and Board Furnished in Residential Settings. The following describes
the methodology that the State uses to exciude Medicald payment for room and board in residential seitings:

As specified in lowa Administrative Code, lowa does not reimburse for room and board costs, except as noted for
providers of out of home respite services. The provider manuals contain instructions for providers to follow when
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providing financial information to determine rates. It states that room and board cannot be included n the cost of
providing services. Most resptte payments are based upon fee schedules detailed in the lowa Adminstrative Code.
That fee scheduie has no allowance for room and board charges.

Respite provided by a home health agency 1s based upon the LUPA rate as detailed in Appendix I-2a. Assisted
Living facilities are authorized to provide the following services: bome delivered meals, consumer-directed attendant
care, personal emergency response, and assisted living service. The fees for these services are limited by fee
schedules, which have no allowance for room and board charges. In addition, the fee charged must be substantiated
by the costs to provide each specific anthorized service, and not by the costs to perform all functions of the facility.
Upon request from the department or designated review statf, each facility must be able to provide service cost
information.

The exciusion of room and board from retmbursement is ensured by the Provider Cost Audit Unit. When providers
submit cost report documentation and rate setting changes, the Provider Cost Audit Unit accounts for all line items
and requests justification for all allocated costs (adiministrative and other). If it is determined that a provider has
atiempted to include room and board expenses in cost andits or rate setfing documentation, the provider is instructed
i¢ make the adjustment and further investigation 15 conducted to determine If previous retmbursement needs to be
recouped by the lowa Medicaid Enterprise.

All providers of waiver services are subject io a billing audit completed by the Department of Human Services
Bureau of Purchased services.

Any payment from an MCO to residential settings is made explicitly for the provisicon of services as defined by this
waiver and excludes room and board. As part of the ongoing monitoring process of MCOs, the State will ensure that
pavments to residential settings are based solely on service costs.

Appendix I: Financial Accountability
i-6: Pavment for Rent and Food Expenses of an Unrelated Live-In Caregiver

Reimbursement for the Rent and Food Expenses of an Unrelated Live-In Personal Caregiver. Select one:

® No. The State does not reimburse for the rent and food expenses of an unrelated live-in personal
caregiver who resides in the same household as the parficipant.

.. Yes. Per 42 CFR §441.310(a)(2)(ii), the State will ciaim FFP for the additional costs of rent and food
that can be reasonably attributed to an unrelated live-in personal caregiver who resides in the same
household as the waiver participant. The State describes its coverage of live-in caregiver in Appendix
C-3 and the costs atiributable to rent and food for the live-in caregiver are reflected separately in the
computation of factor D (cost of waiver services) in Appendix I FFP for rent and food for a live-in
caregiver will not be claimed when the participant fives in the caregiver's home or in a residence that is
owned or leased by the provider of Medicaid services.

The following is an explanation of: (a) the method used to apportion the additional costs of rent and food
attributable to the unrelated live-in personal caregiver that are incurred by the individual served on the waiver and
(b} the method used to reimburse these costs:

Appendix I: Financial Accountability
I-7: Participant Co-Payvments for Waiver Services and Other Cost Sharing (1 of

5)

a. Co-Payment Reguirements. Specify whether the State imposes a co-payment or similar charge upon waiver
participants for walver services, These charges are calculated per service and have the effect of reducing the total
computable claim for federal financial participation. Select one:
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% Mg, The State does not impose a co-payment or similar charge upon participants for waiver services,
Yes. The State imposes a co-payment or similar charge upos pariicipans for one or more waiver services.
i Co-Pay Arrangement,

Specify the types of co-pay amrangements that are imposed on watver participants (check each thai
applies):

Churges Associated with the Provision of Waiver Services (if any are cheched, complete Items I-7-o-ii
through I-7-a-iv).

™" Nominal deductible
" Coinsurance
"~ Co-Payment

" Other charge

Specify:

Appendix I Financial Accountability
[-7: Participant Ce-Payvments for Waiver Services and Other Cost Sharing (2 of

3)

a. Co-Payment Requirements.

ii. Participants Subject to Co-pay Charges for Waiver Services.

Amswers provided in Appendix I-7-a indicate thaf you do not need o complete this section.

Appendix I: Financial Accountability
I-7: Participant Co-Pavments for Waiver Services and Other Cost Sharing (3 of

5)

a. Co-Payment Requirements.

iii. Amount of Co-Pay Charges for Waiver Services,

Answers provided in Appendix 1-7-a indicate that vou do not need to compleie this section.

Appendix I: Financial Accountability
I-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (4 of

5)

a, Co-Payment Requirements,

iv. Cumulative Maximum Charges.

Amswers provided s Appendix [-7-a indicate that you do net peed te compieie this section.

Appendix [: Financial Accountability
[-7: Participent Co-Pavments for Waiver Services and Other Ceost Sharing (5 of

&
F

¥

¢
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b. Other State Requirement for Cost Sharing. Specify whether the State imposes & premium, enroliment fee or
similar cost sharing on watver participants. Select one:

# Mo, The State does net impose a premium, enyoliment fee, or similar cost-sharing arrangement on
waiver participanis.

.- Yes. The State imposes a premium, earoliment fee or similar cost-sharing arrangement.

Describe in detail the cost sharing arrangement, including: (a) the type of cost sharing (e.g., premium, enrolhment
fee); {b) the amount of charge and how the amount of the charge is related to total gross family income; (c) the
groups of participants subject {o cost-sharing and the groups who are excluded; and, (d) the mechanisms for the
collection of cost-sharing and reporting the amoant collected on the CMS 64;
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Appendix J: Cost Neutrality Demonstration

Page 1 of 20

J-1: Composite Qverview and Demonstration of Cost-Neutrality Formula

Ceomposite Overview. Complete the fields in Cols, 3, 5 and 6 in the foliowing table for each watver year. The fields in
Cols. 4, 7 and § are auto-calcutated based on entries in Cols 3. 3, and 6. The fields in Col. 2 are auto-calculated wsing the
Factor I data from the }-2-¢ Estimate of Factor DD tables. Col. 2 fields will be populated ONLY when the Estimate of
Factor I tables in J-2-d have been completed.

Level{s) of Care: Nursing Facility

ol 1} Col. 2 Col.3 Col. 4 Col. 5 Col. 6 Col.7 | Col. 8

YearFacior D Factor ' Total: D+D Factor G Hactor ' Total: G+GDifference (Col 7 less Columnd
1 | 6652.34 5096.58 12648.9% 37158.50 11413.50 48571.80 31592288
2 | 6788.6% 6266.41 13085.08 39016.22 11984.18 51000.40 37915.32
3} 6921.00 6611.23 13532.23 40967.03 12585 38 53550.41 40018.18

|4} 7060.48 6941.79 14002273 43015.38 13212.55 56227.93 42225 66
5 1 7200.9% T288.88 144858 45166.15 13875.18 59039533 44349 47

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (1 of 9)

a. Number Of Unduplicated Participants Served. Enter the total number of unduplicated participants from Item B-3-a
who will be served each vear that the watver is in operation. When the waiver serves individuals under more than one
level of care, specify the number of unduplicated participants for each level of care:

Tabie: J-2-a: Unduplieated Participants

Waiver Year

Total Unduplicated Number of
Participants (from ktem B-3-a)

Distribution of Unduplicated Participanis

by Level of Care (if applicable)

Level of Care:

Narsing Facility
Year 1 12237 12237
Year2 12237 12237
Year3 12237 2237
Yeard 12237 12237
Year 3 12237 12237

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (2 of 9)

b. Average Length of Stay. Describe the basis of the estimate of the average length of stay on the waiver by
participants in item J-2-a.

The average length of stay (ALOS) is expected to remain the same throughout the five vears of the waiver. The
ALOS days were based on the 08/01/15 - 07/31/16 372 reports that incorporated historical ALOS back o 08/01/15.

The CMS 372 reports used to develop and report ALOS is August 1, 2015 - July 31, 2016.

Unduplicated participants were trended based on assumption provided by the State's actuary. Lapse rates were
included in the assumption calculations provided by the actuary.

Total unduplicated number of members were trended to remain the same throughout the five vears of the walver.
Unduplicated members were based on the assumptions provided by the actuary and historical trends.
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Limitation on the Number of Participants Served at any Point in Time were projected to remain the same each year
based on historical growth and average monthly costs per recipient on the waiver.

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (3 of &)

¢. Derivation of Estimates for Each Factor. Provide a narrative description for the derivation of the estimates of the
following factors.

i. Factor D Derivation. The estimates of Factor D for each waiver vear are located in Item J-2-d. The basis for
these estimates 1s as follows:

Factor D is not impacted by changes in population. However, Factor D 1s impacted by the transition from a
fee-for-service program to a managed care capitation rate program. In the prior waiver period, Factor D was
adjusted due to the transition to managed care. In this submission, the post-managed care values were
increased by 2% each waiver vear. The number of unduplicated participants reflects the managed care
program's incentive to move individuals from the institutional setting to the HCBS waiver community
sefting.

The 2% increase is trended based on the assumptions provided by the actuary and historical trends.
ii. Factor D' Derivation. The estimates of Facior D' for each waiver year are included in Item J-1. The basis of
these estimates is as follows:

Factor I' is not impacted by changes i population. However, Factor D' is impacted by the transition from a
fee-for-service program to a managed care capitation rate program. In the prior waiver period, Factor D' was
adjusted due to the transition to managed care. In this submission, the posi-managed care values were
increased by 5% each waiver year. The number of unduplicated participants reflects the managed care
program's ncentive to move ndividuals from the institutional setting to the HCBS waiver community
setting.

Factor D' projections were based on assomptions provided by the State's actuary.

The 5% increase is trended based on the assumptions provided by the actuary and historical trends.
iii. Factor G Derivation. The estimates of Factor G for each waiver year are included in Item J-1. The basis of
these estimates is as follows:

The state date of the MSIS reports used to develop the projections for Factor G and Factor G* was November
1, 2014. The annual CMS 372 reporis that the State submits are based on MMIS reports. Alsc, Factor G and
G’ projections are based on assumptions provided by the State’s aciuary.

The historical data used in the Factor G and (3° projections are based on assumptions provided by the State’s
actuary, These assumptions are based on historical data going back to 2012,

iv. Factor G' Derivation. The estimates of Factor G’ for each waiver year are included in lem J-1. The basis of
these estimates is as follows:

Based on MSIS reports through July 31, 20616, Factor ' projections were increased by 5% per year based on
historical data and on assumptions provided by the State's actuary. The CMS 372 reports the State files
annually are based on MMIS reports.

The state date of the MSIS reports used to develop the projections for Factor G and Factor G* was November
£, 2014, The annual CMS 372 reports that the Staie submits are based on MMIS reports. Also, Factor G and

G’ projections are based on assumptions provided by the State’s actuary.

The historical data used in the Factor G and GG’ projections are based on assumptions provided by the State’s
actuary. These assumpfiions are based on historical data going back to 2012,

The change in the number of lives does not have any influence over the calculation of Factor G and/or Factor
(. These are established from historical data and have been maintained from the prior waiver amendment
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filings. Factor G was carried forward without adjustment from the prior 1915(c} waiver filing. The
percentage mcrease for Facior G’ i3 derived from historical iowa Medicaid cost frends.

Appendix J: Cost Neutralitv Demonstration
J-2: Derivation of Estimates (4 of 9)

Component management for waiver services, If the service(s) below includes two or more discrete services that are
reimbursed separately, or is a bundled service, each component of the service must be listed. Select “manage components™ to
add these components.

Waiver Services

Adult Day Health

Case Maragement

Homemaker

Respite

Home Health Aide Services

Nursing Services

Financial Management Serviee

Assisted Living

Assistive Previces

Chore Services

Consumer Directed Attendant Care-unskilled

Consumer-directed atiendant care - Skilled
Home and Vehicle Modification
Home Delivered Meals

Independant Support Brokerage Service

Individual Directed Goods and Services
Mental Health Gutreach

Nutritiona! Counseling

Personal Emergency Response or Portable Locaior System

Self Directed Community Support and Emplovment

Self-directed Personal Care

Senior Companton

Tramsportation

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (3 of 9)

d. Estimate of Factor D,

ii. Concurrent §1915(b)/§1915{(c) Waivers, or other authorifies utilizing capitated arrangements (i.e., 1915(a),
1932(a), Section 1937). Complete the following table for each waiver vear. Enter data info the Unit, # Users, Avg.
Units Per User, and Aveg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the
capitation. box next fo that service. Select Save and Calculate to automatically calculate and populate the Component
Costs and Total Costs fields. All fields in this table must be completed in order to populate the Factor D fields in the
J-1 Composite Overview table.

Waiver Year: Year 1
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Waiver Service/ | Capi- Tnit ¥ Tsers Ave. Units Per User | Ave, Cost/ Unit | COMBOREREL ) Cost
Component tation Cast
Adult Dray Health 939203.81
Totak:
Adult Day Care- R - -z
Extended Day i i Day E 3 66.80 7131 2381754
aduli day care- 15 J— -
minutes 115 Miinutes § 4§E 775.041 162 595231
Adult Day Care- : - -
Full Day {Day 235 60.57 56.60 805641.57
Adult Day Care- - 2
Half Day { Half Day § 70 48 .44 30.61 H13792.39
Qase Management 1317392149
Total:
Case Managemeni %up o 15 minutes i ! 1] 666 l E 44.06 E 2563 13173921.49
i Homemaker Totak: 663253683
Homemaker | o | e ] 3712| 83.09 21.57]f 665283683
i Respite Totak: 472664.28
Respite-FIHA ] r - <
Rasic $ 15 minutes | 1’ 99 %ﬂ 9873 EJ 35 48E 249098.85
Respite-Facikiy T T T
Nursing Facilhty ol : 15 minutes il 1 1 283.00 41 3.68 1041.44
Respite-Home g I h 5
Care Agency Basic « 15 minumies % 60! | ]37_72[ 1 8.32! 131381.82
Respite-HHA b i ;
Specialtzed ' fow i 10} 88.30] 3382 2606
\ 1
Respite-Home R - r
Care Agency Group o i 15 minutes ng 1(}! | 262_60! i 13 .96§ 36658.96
— '
Respite-Facility T g T - <
Hospital/Skilied ['15 minutes : e 39.00E i 295 g 1047.15
Respite-Home ’
Care Agenc_v i VI8 mimutes % ; 3 | 6000% ! 19.85 § 357300
Specialized - L L
Florqe Health Aide 113274.58
Services Toral:
Home Heszlth Aide i T i r
Services | Vsit 38 % ! 86.73 E i 3437 ! 113274.58
Nugsing Services c
Total: 31505534
Nursing Care e L ; ; tbr —
Services-RN, Per Visit | [ Visit l 34 I 12.76% ‘ 88_35% 38420.87
Nursing Care
o . N | _ i
Services-LPN, Per o i 3] 182, 60] i 4719 43084.47
Vst \ i
{ZRAND TOTAL: $2404703.91
Tonal: Services included in caphiation: 140470391
Total: Services not ncluded in capitatron; .00
Total Estimated Unduplicafed Participanis: 12137
Factor Iv (Divide total by numirer of participants): 663234
Services included in capitatton. £652.34
Services nol included in capitaton. 0.00
Average Length of Stay on the Waiver: 2803

https://wms-mmdl.cms.gov/WMS/faces/protected/3 5/print/PrintSelector.1sp

4/12/2018



Appendix J: Waiver Draft 1A .006.06.00 - Aug 01, 2018

Page 5 of 20

Wa\wer Service/ Ca.p]- Unit # Users Avg, Uniis Per User | Avg, Cost/ Unit Component Total Cost
Compenent taiion Cost
Financial
67872.6:
Management Service Y6T8T268
Fotak:
Fipancial ) i - ] " 167872.68
Management Service | 333 12.00 : 39.63
Asyisted Living 621829972
Totak:
Assi tving I 2 R
Assisted Living o [Day 1180 217.13 24_27E 621829922
Assistive Devices 3237334
Total:
Assistive Devices i 4821 314 ! 71 39} 32373.34
Chore Services Total: 1144648.29
Chore Services 15 mimes % 1103 123.69 ‘ 839 114464829
Consumer Directed
Atiendant Care- 3(262901.03
anskilled Torak:
CDAC-Individual- : ; #
A . -~ it H B T 5
15 minue 15 Manutes i 31333 2181.00 305212166375
CDAC-Agency- !
Monthiy i 0 § 0.0UE ! 0.01 0.00
CDAC-Agency- 15 FRVEDU— —1k : -
minute 715 Nimoes 1| 19331F 774.67)f 5.37) B04123728
Consumer-directed
attendant care - 336136509
Skilled Fotal:
CDAC- Indvidiual- , ;
15 minute 715 Minwtes i 348} 175.34 40.43]| 2466970.63
CDAC-Agency- 15 SRR, | -
mine 75 Minier | 2150 1.33f S127.80)) B4
Home and Vehicle .
Modification Toxal: 163495.38
Home and Vehicle |~y |
Modification o e 5961 130.011§ 211 164838
Home Drefivered 524
Mieals Totak: 1384445520
e 2. P UrER— | i P 5
Morming Meal | o ﬁml i 675§ | 133_43} § 7'41! 667383.50
Liquid Supplementt -~z L, S .
Meal £ ! Meal | 1878} 1300158 4,141 101081735
Noon Meal E AN TV 60571 175341, 7461 TRTI647
Fvening Meal ‘g ; 32923 163 _79E 7.87% 4243477.87
GRAND TOTAL: 81404703.91
Total: Services included in capitanon: £1404702.9]
Tota: Services not mcluded ib capitation: 0.06
Tetal Estimated Unduplicated Participants: 12237
Factor I {Divide totaf by mumber of participanis): 665234
Services inciuded in capiiation: 665234
Services not mcluded in capitatior: 0.00
Average Length of Stay on the Waiver: 2805
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Waiver Service/ Cap - Unit # Users Avg. Units Per Useri  Avg. Cost/ Unit Component Toial Cost
Component tation Cast
Independang Support 29604.36
Brokerage Service
Total:
Independant - : . )
Support Brokerage i Thowr 1 3531 12.00 g 7.0] 29694.36
Service L 1
Individual IFirecied
Goods and Services 93564.16
Total:
Individual Directed : - _
Goods and Services EMonth 3534 12.00§ ?_2_56! 95564.16
Mental Health
5 .
Ouireach Total: 251284.66
Menta} Health ; ;
Outreach 15 minute : 222; : 48.42! { 23 47E 252284.66
Nutritiomal =
Counseling Fotal: 235.30

Nutritional ; i iy ¢ 5
Counseling {15 minuie % . 4; [ 6_30E 9_05} 235.30
Personal Emergency
Response or Portable -

1939503.5
Locater System 34
Total:
Personal l
- - S E— : N .
Emergency Response | Installation l 664i | 1.00[ t 44.63§ 29634.32
Initial Rt o | | ‘

Personal . |
Emergency Response- o PMonth i { 66471‘5 8.7ﬁi | 37 -80E 190986922
Ongoing i :

Self Directed
Coml:numt}-' Suppert PITIE.T6
and Employment
Totak:
Sel Dirscted !
ConEnumty Support Month | 3530k 12_002 ; 5541 234716.76
and Employmeni j : i L
Self-directed -
973517.
Personal Care Toiak: 73517.52

Self-directed - ; ! - <
Personal Care { Month i 353 I_Q‘OOE ! 729 82 973517.52
Senior Companion ¥813.22
Total:

Senior Companion = P % | 15% 82.87; 7.00 8813.22
Transportation 124155784
Total:

Transportation, perf ~5 |, : r ;
mile ¥ fmie I 8l 1244.63 ], 0314 308668

Transportation: perf 3 | r ! -
irip Y Il 14951 67.46]] 12.28 ] 123847116

GRAND TOTAL: B1404703.91

Total: Serwices inclided m capttanen 21404703 91

‘Total: Services not included in capitation. 0.00

Total Estimaied [ndupficated Pardicipants: 12237
Facior I (Divide fotad by nomber of participants}: 665234
Services ncluded in capitndon: 665234

Services not included in caplianen .00

Average Length of Stay on the Waiver: 2 80 ?

Appendix J: Cost Neutrality Demonstration
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4-2: Drertvation of Estimates (6 of 9)

d. Estimate of Factor D.

ii. Concurrent §1915(b)/§1915(c) Waivers, or other authorities utilizing capitated arrangements (i.e., 1915{(a),
1932(a}, Section 1937). Complete the following table for each waiver vear. Enter data into the Unit, # Users, Avg.
Units Per User, and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the
capitation box next to that service. Select Save and Calculate to automatically caleulate and populate the Component
Costs and Total Costs fieids. All fieids in this table must be compieted n order to populate the Factor D fields in the
J-1 Composite Overview iable.

Waiver Year: Year 2

Waiver Service/ Cap > Unit # Users Avg. Units Per User{  Ave. Cost/ Unit Component Total Cost
Component tation Cost
Adait Day Health 95795818
Total:
Adult Day Care- ; i
Extended Day tDay ; 5 ’ i 66.802!5 72_74} 2429536
adult day care- 15 | o3 fe i ;i .
. : W E — i E : . E ; } 607631
minutes o 15 minutes i 430 75.0418 1.96
Adult Day Care- il r ~ - - -
Full Day A T I 235 ) 60.57|8 57.73|) 837283
Adult Day Care- i =
Half Day . FHalDay I 70/l 48.44| 3120]| 1osse07s
Case Management 13436063.51
Total:
. ‘ A i { 5
Case Management | [upto 15 Mizutes E L_ 11666 44.06 | 76,14 1|13436063.51
Homemaler Totak: : 6785461.76
Homewaker 4o NS ey || 37120 83.091} 22,00} 78546176
Respite Total: 48216740
Respite-HFA Wil ; =1k — -
Basic & {775 munuies { 9931 98.751]] 25.99]] 25406474
Respite-Facility g : r - _
Nursing, Facility Rl : 15 minutes l; : 286.002 i 3.73% 107250
[ Respiie-Home . o i ! i 5
Carc Agoncy Basic | ¢ [ 15 mmutes i 6011 137.72{] 18.69)] 15443921
Respite-HHA ! r i ;
Specialized . 5 mintes i }Oi 83.30: 34_502 30463.50
espite-Home Tk ‘ : i ! 37394.24
Care Agency Group ]~ | 15 minutes I : 104 262.60225 M-.?.@E )
Respite-Facility . i i i; .
Hospital/Skilled : 15 minutes E 1 3 Hi 30.00: 9.13 E 106821
| 3645.00
F YT |15 minates I
GRAND TOTAL: 8307298605
Total: Services mcluded w capitanon: 83072986.05
Total! Services not included in capitation 0,00
Total Estimated Unduplicated Participants: 12237
Facter D (Ivide 1e1al by nember of participants}: 6785.67
Services included in capitaton: a788.67
Services nor wchuded in capuanion: 0o
Average Length of Stay en the Waiver: ’ 2801
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Waiver Service/ Ca})i- Unit # Users - Avg. Upits Per User]  Avg. Cost/ Unit Component Total Cost
Component tation Cost
Respite-Home 3 1 60.00f i 20,25}
Care Agency I
Specialized
H_mqe H.calt.h Aldde 115348.04
Services Toial:
Home Health Aide L _—
Services Vst | 38 86.73 35.06) s
Nursing Services
 Total: 8313146
Nursing Care ; I
Services-RN, Per Visit s i 344 12761} 90.33) IseT7
Nursing Care
ices- O e : ! H ~
Services-LPN, Fer ;“__HM i Si | 182 .60“; 48 131 43%42.69
Visit : ! i ;
Financial
Management Service 171219.12
Total:
Financial ’
[T < H
Management. Service { Month ‘ 3531 1 ZOOi ; 4042[ 17121912
Assisted Living 634384378
Totak
Asgsisted Living . i ; Day E 1180 i 217.13 2476; 634384378
Assistive Devices
Totak 33024.13
Assistive Devices | ind .@Unir : 4871 | 3 ],ﬂ i 71 g’)' 33024.13
] i il 11 -
Chore Services Total: 1167841.40
Chore Services | (S wutes |1 1103f 12369} §.56]f 116784140
Consumer Directed ]
Attendant Care- 30906239.56
unskilled Total:
| CDhAC-Individual- | —_— " : I
15 minute 20 115 Minutes ff ‘ 31353 > 2181.004 7 37 [{22700284.20
CDAC-Agency- T o v h 0.00
Montiy e { oty i olf 0.00}} 0.01] -
CDAC-Agency- 15 ) I oz
minute 15 Minutes 0 19334 774.67)1 54| sasssse
Consumer-directed
attendani care - 3428678.96
Skilled Total:
CDAC- Indvidival-} % freeeemcoene _ b
b Eam— - . < -
15 minute 5§15 Minutes ; 348 175.34 41.24]) PSS
CDAC-Agency- 15§ = L ; i
minute o :15 Mimunes ; 215 ;El 1.33 3190 36] 1228344
Home and Vehicke
Modificatios Total: 16659481

GRAND TOTAL: BI0TI986.65

Total; Services included m capitation B3072986.03

Total: Services not included iy capitation: a.00

Fotai Estimated Endoplicated Pardicipants: 12237
Facter I {Divide tofal by wumber of participanis): 4788.67
Services n¢luded m capitation: ATRE.67

Services not included m capitation 0.00

Average Length of Stay on tie Waiver: i 280 %
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Waiver Service/ Cap)- Tinit # Users Avg. Units Per User]  Avg. Cost/ Unit Componeat Total Cost
Component tation Cost
Home and Vebicle | 77 [ op | 396k 120 Olté 5 15l 166594581
Meodification o | : . : il
Home Delivered
Meals Totak: 14123074,31
Morning Meal i e 6750k 133 431 ; 756 ! 630893.29
Liquid Supplement} - : -
Meal Y e I\ 18781 130.01] 422} 193035005
Noor: Meal Bt “‘r—““"‘ml ; 60573 ‘ ]75_34l 7_61E 8082081.63
BrenngMeal | o/ [ I 3292 163.79] §.03 ]| 457974934
Independant Support
Brokerage Service 3028740
Totat:
Independant .
- 1 H f _ -
Support Brokerage i Dhour i 15310 12'00] 7158 30287.40
Service \ ik
Individual Directed
Gootds and Services 97470.36
Total:
Indjvidual Direcled} —5 | ——fr
Goods and Services o { Month § ' 353 12.00; i 23.01 97478.36
Mentalk Health ”
Ontreach Total: 25733681
Mentat Health e 1 .
Outreach i 15 minutes ] 222 48_42&% 23 Q4] 5733681
Nutritional
Counnseling Total: 239.98
Nutritional EU—
e = A 239,
Counseling ;15 minuies E 4 6.50 23 39.98
Personal Emergency
Response or Portable 1978324.19
Locator System ’ o
Total:
Personal .
Emergency Response | o Viogailarion 1 6641] 1.00i} 45501 e
initial 1 | ; !
Personal
Emergency Response- | . {7000 i 66471 ; 8.761 : 13 A1 194829051
Ongoimng ] d
Self Directed
Cormmunity Suppirt 23041872
and Emplovment o
Total:
Self Directed .
Community Support . Vo, i 353 1200} 56.521) s
and Employment i : ! ib
Seff-directed
Personal Care Total: 99308312
Self-directed B I s H "
Personal Care | Morth il ' 353 1 { 12.00§ i 254 4701 99300312
GRAND TOTAL: 83072985.03
Totat; Serviges included m capitaton. 83072986.05
‘Total: Services not included in capitation” X
Total Esti d 1) ticated Earticip 12237
Factor I (Divide toeal by number of participants): 6788.67
Services included in capyanon; 6788.67
Services not nchided m capitatzon: 0.00
Average Length of Stay on fhe Waiver: 280 H
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Waiver Service/ Ca‘pJ- Unit # Users Avg. Units Per User | Avg, Cost/ Unit (.ompogent Total Cost
Component tation Cost
Senjor Companion 898725
Totat:
ior " TSY——1 | i i
Senior Companion F15 minutes | IS[ ; 82.87§ ‘1 7.23[ 8087.25
Transportation 126687058
Totak:
Transportation, per{ % { & i .
rmile o  mile E i 83 l 1244.63! § 032 3186.25
Transportation: per§ = i, '
wip S | 1495 ) 67461 12.53 |} 1203684.33
GRAND TOTAL: 8307298605
Total' Services meluded in capitation 83072986.05
Total: Services not included in capiiation: 0.00
Totat Esti d Undupli d Particip : 12237
Factor P (Divide toral by number of participants}: 678867
Services included in capiation: 6788.67
Services not included in capiation. .00
Average Lengmth of Stay on the Waiver: E 2803

Appendix J: Cost Negtrality Demonstration
J-2: Derivation of Estimates (7of'9)

d¢. Estimate of Factor D,

ii. Concurrent §1915(b)/§1915(c) Waivers, or other anthorities utilizing capitated arrangements (i.e., 1915(a),
1932(a), Section 1937). Compilete the following table for each waiver year. Enter data into the Unit, # Users, Avg.
Units Per User, and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the
capitation box next o that service. Select Save and Calculate to auiomatically caleulate and populate the Component
Costs and Total Costs fields. All fields in this table must be completed in order to populate the Factor D fields in the
J-1 Composite Overview table.

Waiver Year: Year 3

Waiver Service/ Capl- Uit # Users | Avg, Units Per User ! Avg. Cost/ Unit Component Total Cost
Component tation Cost
Adult Day Health 9TTIE08
Total:
. Aduli Day Care- [0 T T — I
Extended Day o {Das e 5 G6. SOE E 74.19 24779.46
adull day care- 15 ,
minutes | 13 Minutes i 4 775.04 2.00 620032
Adult Day Care- T ~ ! ~ 5
Full Day { Day i 235 6(157% E 58.891] 838237.32
Adult Day Care- —————— -t
Hall Day ' Half Day i 70 48 44 37 851 10799698
Case Management 13708485.61
Total:
Case Management ] 13708485.61
GRAND TOTAL: 8469216559
Towal Services included in capiation: 84692264 59
Total: Services not included in capiaton. 000
Total Esticsased Unduplicated Particip 12237
Factor D [Divide total by number of pariicipants): 692100
Services mcluded in capitation £921.00
Services not included in capitation 0.00
Average Length of Siay on fhe Waiver: = 2RO i
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w atver Service/ (.ap - Uit # Users Avg, Units Per User | Avg. Cost/ Unit Component Total Cost
Component tation Cost
) EXSECTEN 11666 ) 44.06 26.67|
Homemaker Totak: 692117100
5 3 —— i} = 7 H ]
Homemaker ‘ 15 minutes % : 37123 ; 8309E f 2244E 6921171.08
Respite Totak: 4917534.60
Respite-HHA g g
Basic o 115 minutes § 99 98.75 26.51)] 25016839
Respite-Facility R
Nursing Facility L4 | 15 minutes E | [ 283.004 382 Ei 1081.06
Respite-Home T b B | -
Care Agency Basic w ! 15 minutes f 60§ 137724 19.060 157486.59
Respite-HHA " e ; - oy o
Speciaiized 24 | 15 minues i 10% ! 88.30 g 33,19} 31072
Respite-Home . - - =
Care Agency Group - | 13 minutes % ' 10 262.60 14.52 38129.52
Respite-Facility . ek
Hospital/Siilled 15 minutes il 3 3 9»001 @ 931 1089.27
Respiie-Home -
: s s B H H -
Core Agency ¥ ome 3l 60.00]] 2065]] 370
Specialized \ i i
l'iomlc Hc:f]th Adde L17855.66
Services Total:
Home Health Aide — e ; . =
Services Vst g 38 8673%5:‘ 35761 117833.66
Nursing Services 84802.32
TFotai:
Nursing Care o i (S r ;
Services-RN, Per Visit ag ! Visit E 343 i 12_76& g7 14 39974.02
Nursing Care ]
icas- : . P t
Services-LPN, Per o Vit 33 | ]82.60% | 4510 44828.30
Visit . i i
Financiat :
Management Service 17465028
Fotak:
Fipancia ok ien ! SH 17465028
Management Service | - § Month EREY 12,0088 41.23 o
Assisied Living GAGYING A5
Total:
Assisied Living "'"““‘“W Dy 1180 % 717.13 i 75 95if 6469388.35
Assistive Devices
Total: 33674.93
Assistive Devices {FUnit E I 482% 314 ig 7725 33674.93
P ——
Chore Services Total: 11911134.51
GRAND TOTAL: 34692264.5%
Total: Services included in capimtion: R4692264,59
Total: Senvices not included in capitation .00
Toial Eséimated Unduplicated Paiticipants: 12237
Factor I (Davide sotal by number of participantsy: 69Z1.0¢
Services included in capitaion: 692100
Services nor included in capitarion: el
Averaye Length of S$1ay on the Waiver: , 280 i
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e .y -
Waiver Service Cap ! Uit # Users Ave. Units Per User | Avg, Cost/ Unit Comp onent TFotal Cost
Component tation Cost
Chore Services | i (# 115 minutes i 103] 123.69{| §.73 |} 110103451
Consumer Directed
Attendant Care- 31481203.74
unskified Totak:
ChAC-individual- | - -
15 minute A SEyven, il 313510 2181.00|] 3.38|{3110530:30
CDAC-Agency- e T
3 s r ;
Menthly Monthly il G ﬂ[ (}.O(}E | 0.01 i 0.00
CDAC-Agency- 15 ¢ ¥ : -
rminue (15 Mimes 19331 774671 5.50f BTG4
Consuner-directed
attendant care - 3496%57.59
Skilied Fotak:
CDAC- Indvidiunal-f = : = =
15 minuie ¥ 15 Monues i 348 175.34 42,06 |f 236643054
CDAC-Agency- 15 = L ! 517
minute ¥ s Minutes § 213 1334 325416 3051705
Home and Vehicle
Maodification Total: 170469.11
Home and Vehicle | =3 | ;
Modification of; {Joh 3961 130.01 ( 270 g 17046911
Home Delivered -
Meak Totak: 144041 35.02
Moming Meal *yf' EMcaI ;E E 675 i?? 133.43 § 771 ‘ £94403.08
| Liguid Supplement| - | ’ : : =
Meal B i Meal E | i 878[ [ | 431 i 1052324.34
Noon Meal e | t 6057[ 3 7'76t $241386.79
Evening Meal _ f TMeal i : 3292[ 163 791 ; § 101 4416020.81
independant Support
Brokerage Service 3088(.44
Total:
independant . i
Support Brokerage A T “_"—""?§ 253l 12 _OOE % 700l 30880.44
Service : i . y
Individuai Direcied
Goods and Services 59418.92
Totak:
Individuai Directedf —5 ; .
Goods and Services | L. ! Month 3533 12.004 23 _47i 99418.92
Mepial Healib
Crrreach Toial: 262496.44
Mental Health [ T, ;
Outreach LA TTpe— : ek | 48424 24 42) %644
Nutrittonal
Counsefing Totak: 244.52
GRAND TOTAL: 84692269.59
‘Towal: Services included in capitatien: 84692267 5%
Total: Services not mctuded in capitazion; a0
Tatal Eati p Pariiti 12237
Factar I (Divide total by number of participants): 6021.00
Services included in caprtation. 6921.00
Services not included in capitagoen. LixeY)
Average Lensth of Stay an fhe Waiver: 280 !
H
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Page 13 of 20

Waiver Service/  { Capi- Uait # Users Ave. Units Per User | Ave. Cost/ Uit | COTPORENE L ol Cost
Corgponent tation Cost

Nutritional v 15 minuies ! 4l 6.50 Z 047 244,92
Coumseling it L !
Personal Emergeocy
Respnnse or Portable 201814160
Locator System
Total:

Personal . ]

: ) AT ! ! ! 3295

Emergency Resporse- | o [T Cior i 6641} 1.00j} 46.43)) v
Ininat ; ! ;

Personal

. - i f ;

Emergency Response- Fiorth I 66471 8761 34,13} 1731208
Ongoing | !
Self Directed
Community Support 244205.40)
and Employment
Fotal:

Self Directed -

. e e i ! —_—— -

Community Supparl | MMonth 3530k 12.00 57.65 E 244205.40
and Empiovnizent ;
Self-directed -
Personal Care Total: 101282760

Self-direcied - ! -
Personal Care  Manth | 353 12,0041 210 3 OE} 1012827.60
Srenirar Companion 917371
Total:

Senior Companion § s i_}immutes i 15 82 87 i 738 217371
Yransportation 1292083.76
Total:

Transportaiion, per | = N : o
il o e i 8| 1244.63 ) 032]f 31625

Transportation: perg —. put h =
trip ¥ {mp 1495 674611 1278 | 127

GRAND TOTAL: 84692269 54

Total: Services ncluded in capitation 8469226939

Toial: Services nor meluded in capitanen: 0.00

Total Estimated Unduplicated Barficipants: 12237
Factor I¥ {Divide tadal by aumber of participanis): 6921.00
Services included in capitadon. 6923.00

Services net mcluded 1n capitnion: (.00

Average Lengtn of Stay o the Waiver: ; 2805

H i

Appendix J: Cost Meutrality Demeonstration

J-2: Derivation of Estimates (§ of 9)

d. Estimate of Factor D.

ii. Concurrent §1915(b)/§1915(c) Waivers, or ether authorities utilizing capitated arrangements (i.e., 1915(a),
1932¢a), Section 1937). Complete the following table for each waiver vear. Enter data intc the Unit, # Users, Avg.
Units Per User. and Avg. Cost/Unit fields for all the Waiver Service/Component items. If applicable, check the
capitation box next to that service. Select Save and Calculate to automatically calculate and populate the Component
Costs and Total Costs fields. All fieids in this table must be completed in order to populate the Factor D fields in the
3-1 Composite Overview table.

Waiver Year: Year 4
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Appendix F: Waiver Draft 1A .006.06.00 - Aug 01, 2018 Page 14 of 20

Waiver Service/ Capi— Unit # Users Avg, Units Per User ! Ave. Cost/ Unit Com‘poncnt Total Cost
Component tafion Cost
Adult Day Health 996622.33
Torak:
Adult Day Care- - . )
Extended Day Day % s I { 66.80§ 75 67 2 25273.78
adult day care- 135 ;
— 115 Minutes i 4 775.04 2.04%]? 632433
Adult Day Care- b !
Fuil Day ¥ [y | 235 60.57] 60.06]) 15489104
Adult Day Care- o 3
Half Dray o : Half Day g } 70; | 48 44 32 48 110133,18
i
Case Management 13980907.71
Total:
ot i
Case Management | v/ Fap to 15 Minuies E | 16662 \ 4406 § 27-20; 13980967.71
Homemaker Totak: 7059%64.53
Homemaker I 15 mintes E 712 § £3.09 22.89{ T039964.53
Respite Totak: ] 501577.17
Respiie-HHA I [ —— : —
Basic R i 15 minutes ‘ 99! : 98.73E E 27.041 264349.50
Respite-Facility s ! i
Nursing Facility o {15 minues % { 1ik 283.00% 3971 1 1166.53
Respite-Tiome sy :
Care Agency Basic o $ 13 minuies E 1 60% ! 137.72 i 19.44i 160636.61
Respite-HIHA v i H - y
Speciaizzed 05 minues | 10 i : 88.30E | 35.80) 3169087
Respite-FHome i - -
Care Agency Group {15 minutes i ] Oi ! 26260l 1481 E 3487106
Respite-Facility oy S AU, | : .
Hospital/Skilied 8 1S mmaes i 3|0 39.001 9.50) 110
Respite-Home | : ;
ol P i 3 | H
Care Agency DAl Ty | 3l 60.00 21.06] 37080
Specialized o I . [
Hum.e Health Aide 120195.64
Services Total:
Home Health Ade | =% | oo I ! =
Services T (e § g 381k 86_73! ; 36.475 12019564
Nursing Services 8649532
Tutak:
Nursing Care gk : papu il H
Services-RN. Per Visit| - § Visit I | :54‘ : 12.7ﬁi i 93.98 Ei A7TL28
Nursing Care " \
- = : g i H - —
Services-LPN, Per B § | 5! = 1 82'6(}' ; 30.08§ 45723.04
Visnt | ! i
GRAND TOTAL: 8639911233
Total: Services included 1n capitadon 8639911233
Toral: Services nat included in capitation. Q.00
Total Estimated Imduplicated Participants: 12237
Factor I (Divide total by member of paréicipants}: T060L48
Services included In capitanomn: F060.48
Services 110t included 1n capitanon: 0.00
Average Length of Stay on {he Waiver: % 280 E
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Appendix }: Waiver Draft 1A 006.06.00 - Aug 01, 2018

Page 135 of 20

Waiver Service/ Cap + Unit # Users Avg. Units Per User | Avg. Cost/ Unir Component Teotal Cost
Component tation Cost
Financial
Management Service | 178166.16
Tuotak:
Financial B N — mon 178166.16
Management Service |~ f Momth é 353 12.00 42.06 :
Assisted Living 6600057.18
Totak:
Assisted Living ' %Day 1180 217.13 1576 660005718
Assistive Drevices 34356.00
Toral:
Assistive Devices FOnit { 482i ‘t 31 4% 77 70‘ 34356.00
Chore Scrvices Total: 1214227.62
Chore Services a4 15 minuies i } 1103 ?%J 123.69 §.o0H 1214227.62
AT —— -1
Consumer Directed
Attendant Care- 32124542.28
unskilied Totak:
CDAC-lndrvidual- i ; TRgt 201 7T
15 mimite 15 Minutes v 3135 71 81.00§ E 345‘ 23589150.75
CDAC-Agency- ’ r ; : 0.00
Monthly [ Monthly Eé. Oi 3 OOOE{ 0.01 g .
CDAC-Agency- 15 : - ; ; - . .
minwe T Wi | 1933]) 774671 5.70]| ¥s3s39L53
Consnmer-tirected
atiendant care - 3566825.47
Skilled Total;
CDAC- Indvidival-f = 4, ; T -
15 minute _ pd |15 Mirutes 3483 ! 175345 42_9{)E 2617685.93
CDAC-Agency- 15} - ! ; 1k : -
mimte A STy v— 215} 1330 5319.25)] 41984
Home and Vehicle 5 =
Modification Totak 173568.55
Home and Vehicie (—— : —ir "
Modification i ; 596} 130011 224 1msesss
Home Delivered
Mieals Totak: 14693374.48
e ' | g an bl
Moming Meal ; 6753 | 133 43 7'86E 707912.86
Liquid Suppiement T /
Meal 1878} 130.01} 4.39]| 107185704
Noon Meal 6057} 175 34 7_92E 841131229
Evening Mea! w TMeal """""‘E 3202 163.79 i g 35i 430229228
GRAND TOTAL: 8639911233
Total: Services included in capitatior: RE3P9112.33
Totai: Services not mcluded in capitation: 0.00
Total Esty Queplicated Partici 12237
Factor Tt {Divide total by number of participants}: 060,48
Services included in capitaiion 06U 48
Services not included in capitation: 000
Average Length of Stay on the. Waiver: ! 280 ;
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Appendix |: Warver Draft [A.006.06.00 - Aug 01, 2018

Page 16 of 20

Waiver Service/ (,a.pl- Unit # Users Avg Units Per User ! Avg. Cost/ Unit Com}) onent Total Cost
Componrent tation Cost
Independant Su.pport 31515.84
Brokerage Service
Totak
Independamnt
Suppon Brokerage Lhour 155 ig 12.000F 7.44 31515.84
Service . L
Individual Direcied
Goods and Services 101409.84
Total:
Individual Directed r
Goods and Services | Month [ ! 353 | 12.00' E 23 041) 10140984
Mental Health _
Onetreach Totak: 267763.57
Memal Health g | I i -
Cutreach o | 15 minutes 222! ! 48A42E } 24011 267763.57
Nutritional
Counscling Total; 249.60
Nutritionat [0 i
; ! " | ¢ — i
Counseling ol {15 minutes E 4 ] 1 6.30! ; 9.60] 249.60
Persopal Emergency
Response or Portable cors
Locator Syscem 205835397
Totak:
Personal
Emfer:enby Response ! installatior: % \ 664% 1 .OOE 1 47.36 31447.04
Initiaf . 1 i
Personal o
Emergency Response- W 6647§ : 8.76} i 34 8111 202690693
Ongoing L j
Self Direcied
C()m{nunlt)* Support 24507680
and Employment
Totak
Self Directed L
' " ; - 3f | c
Community Support o Ffonth 5 153 E; 12001 5% 80 249076.80
and BEmployment L L :
Self-direcied
Personal Care Totak: 1033118.04
Self-directed = :
Personal Care o Pons 353 12.004f 243 89| 1033118.04
Senior Compaunios 0347.74
Toiak
Sentor Companion ‘,l 13 minutes ' 15 | gj__g'[i ‘ 732 9347.74
Transportaiion 1317396.50
Totak:
Transportation, perf = : ; : -
mile R i 8if 1244.63§§§ 033 3882
Transportation: per . : —kr T
rip Toip it i495ip 67,46§§§ 13,03} 1314110.68
GRAND TOTAL: S639YEL2.33
Total: Services inciuded in capuation: 8639911733
Totat: Services nat included m capitanen: o0
'Total Esitmated Unduplicated Pariicipamis: 12237
Factor B (Divide total by number of participants}: THG0.48
Services inciuded in capitation: TOG0 48
Services not inciuded in capimtion: con
Average Lenyth of S1ay on the Waiver: i 280 i

Appendix §: Cost Neutrality Demonstration

https://wms-mmdi.cms.gcov/WMS/faces/protected/3 5/print/PrintSelector.jsp

4/12/2018



Appendix }: Waiver Draft [A.006.06.00 - Aug 01, 2018

Page 17 of 20

J-2: Derivation of Estimates (4 of 9)

d. Estimate of Factor .

ii. Concurrent §1915(b)/§1915(c) Waivers, or other authorities utilizing capitated arrangements (i.e., 1915(a),
1932(a)}, Section 1937). Complete the foliowing tabie for each waiver year. Enter data into the Unit, # Users, Avg,
Units Per User, and Avg. Cost/Unit fieids for all the Waiver Service/Component items. If applicable, check the
capitation box next to that service. Select Save and Caleculate to automatically calculate and populate the Component
Costs and Total Costs fieids. All fields in this tabie must be completed in order to populate the Factor D fields in the
J-1 Composite Overvisw fable,

Waiver Year: Year 5

Waiver Service/ (,a.pr— Unit # Users Avg. Uinits Per User | Avg. Cost/ Unit Component Total Cost
Componeni tation Cost
E Adult Dray Health
Totak: 1016681.11
Adult Day Care- ) ; T
; e —— | - -
Extended Day . iDay i D? § 66.80E ; 77. 19{ 2578146
adult day care- 15 | ok i : ] - i 644833
et o e 4 775.044) 2,08/ :
Adult Day Care- s
Fall Day Dy i 2335 ] 60.57}f 61.27]f SHI42
Adult Day Care- e T o
Half Day o FHal Day 704} 48.44§ % 33.13 E 112337.28
Case Management _
Totak: 14258469 85
P 1 s [t H H =
Case Munagement | {0707 Ninores 11666]) 44.06f 27.74|f14235469.85
Homemaker Fokal: 720184237
fomemsker |~ AT | 3712 83.090} 2335} 7084257
H i i i
Respite Tatal: ' 51162199
Respite-HEHA ok : ! - -
Rasic o 1S e 99l 98.75(}! 27.58) 269628.98
it | | i i
Respi{ef}:acilil:\? “;f e L ] - ] - 3 1126.34
Nurging Facility 20 ] 15 minutes i 1 l : 283.00:4 3.981 -
Respne-Home P | RR— i ; 3
Care Agency Basic 4 {15 minntes i 60! i 13 7_72; § lg‘ggi 163859.26
Respite-HHA [ [ SO | :
Specialized o |15 minutes ! 10! } 88,3()& i 36.61 ! 32326.63
Respite-Home 0 T O —— j -
Care Agency Group o {15 minutes ik 10! l 262.60 ; 15,11 ; 39678.86
Respite-Facility g : 7 I
Hospital/Sidliad o |15 minuees | 3 3900{ a 9_69t 1133.73
v — ) 3868.20
1 15 minutes !
|
GRAND TOTAL: 3R1183R5.35
Total: Services included w capitaton: BR118385.85
Totad: Serices not mcluded m capitanon 000
‘Fotal Estimaied Undnpiicared Participants; 12157
Fucter I (Divide total by number of participants}: TS
Services included in captation: 720098
Services not incluged in capsanon: 800
Average Length of Stay on the Waiver: 28{]§
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Waiver Service/
Component

Capi-
tation

Unit # Users Avg. Units Per User

Component

Avg, Cost/ Unit Cost

Total Cost

Respite-Home
Care Agency
Specialized

(95

60.00|

21.49

Bome Health Aide
Services Total:

122601.53

Home Fealth Aide
Services

| Visit ! :

122601.53

[F5]
-
fw
b=

Nursing Services
Total:

88223.94

Mursing Care
Services-RN, Per Visit

IVisit E E
k

9586%5 41587.90

Nursing Care
Services-LPN, Per
EVigit

| Visit \ 5§ g

5 i.OS% 46636.04

Financial
Management Service
Total:

181724 40

Financial
Management Service

% Month 2 ‘

a
=
o)

(V8]
Ly
[¥5]

181724.40

Assisted Living
- Total:

6730726.02

Assisted Living

21715

673072602

Assistive Devices
Tatal:

35037.00

Assistive Devices

J H
L!

§Umt

35037.06

|
¥
—
i

Choere Services Total:

12358785.04

Chore Services

1103

115 minuies

908 1238785.04

Consumer Directed
Attendant Care-
unskilied Toial:

3276°7880.81

CDAC-individual-
15 minute

(V3
—
L¥3)

2181.00]

‘ 15 Minuies

H

2406777120

CDaAC-Agency-
Monthiv

wh

 Monitly i olf 0.00!

300

CDAC-Agency- 15
minule

774.67}

15 Minuies

E700109.61

Consumer-directed
attendant care -
Skilied Total:

363828258

CDAC- Indvidiual-
15 nunute

L)
g
o0

{15 Minutes i )
! ik

2670161.68

CDAC-Agency- 15
e

A 3
i 15 Minutes t
S

96812090

Home and Vehicle
Modification Total:

176667.99

GRAND FOTAL:

Total: Bervices included in captation

Towal: Services not mcluded m capitation.
Totat Est d Tindupl 4 Partici

Factor 3 (Divide total by number of participanis):

Services included in capitanon

Services not included in capitanon:

Average Length of Stay on the Watver:

BS118388.45
88118385 85
000

12257
7200.98
T200.9%

.00

280!
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Appendix F: Waiver Draft 1A.006.06.00 - Aug 01, 2018

Page 19 of 20

Waiver Service/ | Capi- . 5 i - Component
Component tation Unit # Users Avg, Units Per User | Avg. Cost/ Unit Cost Tetal Cost
Home and Vehicle | (7 Hlob % ; 596] : 136.01 I i 5 28' 176667.99
Modification P | . ; - : i
Home Delivered
Meals Total: 14980727.80
Moming Meal | 675 ! 133 43] %02 % 722323.30
Liquid Supplement T ;
Meal | Meal i ]878!3 130,01§ 4.481 109383133
Moo Meal ?MGHE % % 6057; i l 75_34{ § 807 E 8570617.45
Evening Meal 'F———EMCM 3 392! 5 163.79f E 8 SZE 4593955.71
Independant Suppert '
Brokerage Service 3215124
Total:
Independant
Support Brokerage 153 zs[ 12 ,00! 7 50if 3215124
Service : !
Individual Birecied
Goods angd Services 103443.12
T otal:
Individual Directed ] - — 1k i
Goods and Services Monto I 353/} 12,00} paal 12
Mental Health
Guireach Totak 273030.70
Mental Health Wl !
Outreach Y i Mes ] 222 4842l 25.40|| 2703070
Nutritional .
Counseling Totak 15480
Nutmitional :} PE— 254,80
Counseling #Eei B 1S Manutes ; 4 6.50 9.80 e
Personal Emergency
Response or Portable
Locaior System 2099161.90
Fotak:
Personal
Emergency Response- e ! Instaliation : 664]5} 1004 4831 E 3207784
Imitizl : ; !
Personal -
. N S : i -
Emergency Response- | m ; 6647% | 8.7611 35‘30i 2667084.06
Ongoing : ;
Self Directed
Comraunity Support _
and Empleyment 254075.28
Total:
Self Directed . ’
Community Supoort | o focg™ | B -~} ] 5 ok i 25407528
8 SRR Mont! ; J . H 59.
and Employment e | | a3 3 12,004 ¢ 98%
Seli-directed T
Personal Care Totak: 105374736
Self-directed ] h ; ; I
Personal Care i month { 3554 12.004 248 .76% 1053747.36
GRAND TOTAL: 88118385.85
Total: Services included in capitanion: 8811838885
Total: Services not ncluded 1o capitavon .00
Total Estinated Unduplicated Participants: 12237
Factor B (Divide toial by aumber of participanis): T2000.98
Services included in capitation: T200,9%
Services not included in capitanon: 0.00
Average Length of Stzy on the Waiver: ; 280%
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L i/ FCapi- ] ] ] o Co
Waiver Service At Unit # Users Avg. Units Per User | Avg, Cost/ Unit mponent Total Cosi
Component tation Cost
Senior Companion 053419
Total:
. . - ! ~ H 534.

Senior Companion w1 154 52.87} 767 P
Fransporiation 1343717.78
Total:

Transporation, per O —— I "
mile i mile E i Si E 1244_63] i (.34 338539

Transportation: perf =~z i ;

- H i 3 -

trp e I 14951 67.46]} 13.20]) 134033238
GRAND TOTAL: BE118384.85
Total: Services included m capitation: RET18388.85
Total: Services ot incladed tn camtanon oo
Fotal Estr Undupiicated Participants: 12237
Factor I} (Divide tatal by number of participanis) 7200,98
Services included mv capitafion: F200.98
Services noi included m capitation’ .00
Average Length of Stay on the Waiver: ZSOE
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Quality Improvement: Waiver Draft [A.006.06.00 - Aug 01, 2018 Page 1 of 43

Appendix A: Waiver Administration and Operation

Quality Improvement: Administrative Authority of the Single State Medicaid
Agency

As a distinct component of the State’s quality improvement strategy, provide information in the following fields 1o detail the
State’s methods for discovery and remediation.

a. Methods for Discovery: Administrative Authority

The Medicaid Agency retains wltimate administrative authorify and responsibility for the operation of the waiver

program by exercising oversight of the performance of waiver functions by other state and local/regional non-siaie
agencies (if appropriate) and contracted entifies.

i. Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance,
compiete the following. Performance measures for administrative authority should not duplicate meesures

Jound in other appendices of the waiver application. As necessary and applicable, performance measures
should focus on:

= Uniformity of development/execution of provider agreements throughout all geographic areas covered

by the waiver

Equitable distribution of waiver openings in all geographic areas covered by the waiver

Compliance with HCB settings requirements and other new regulatory components (for waiver actions
submitted on or after March 17, 2014)

Hhere possibie, include numerator/denomingior.

For each performance measure. provide information on the aeorecated data that will enable the Stare to
analvze and assess progress loward the performance measure. In this section provide information on the
method bv which each source of data is analvzed statisticallv/deductively or inductively, how themes are
wdentified or conclusions drawn, and how recommendations are formulated where qopropriaie.

Performance Measure:
AA-1: IME shall measure the number and percent of required MCO HCBS PM
quarterly reports that are submitted timely. Numerator = # of HCBS PM guarterly

reports submitted timely; Denominator = # of MCO HCBS PM quarterly reports due in
a calendar guarter.

Brata Source (Select one):
Other

If'Other' is selected, specifv:
MCQO performance monitoring

Responsible Party for Freguency of data Sampling Approach{check
data collection/generation | collection/generation each that applies):
(check each that applies). | (check each thai applies):
" State Medicaid - Weekly  100% Review
Agency
_ Operating Agency ¢ Monthly - Less than 100%
Review
" Sub-State Entity " Quarterly " Representative
Sampie
Confidence
Interval=

https://wms-mmdl.cms.gov/WMS/aces/protected/3 5/print/PrintSelector.jsp

4/12/2018



Quality Improvement: Waiver Draft IA.006.06.00 - Aug 01, 2018

« Other T Annually " Stratifled
Specify Describe Group:
MCO :
_ Continuounsly and " Other
Ongoing Specify:

- Other

Specify:

Drata Aggregation and Analysis:

Responsible Party for data aggregation
and analysis (check each thar applies}.

Freguency of data aggregation and
analbysis(check each that applies):

3 Staie Medicaid Agency

T Weekly

- Operating Agency

- Monthly

" Sub-State Entity

e Quarterly

L.; Other

7" Annually

T Continuously and Ongoing

. Other

specify:

Performance Measure:

AA-2: The IME shall measure the number and percent of months in a calendar guarter
that each MCO reported all HCBS PM data measures. Numerator = # of mouths each
MCO entered all required HCBS PM data; Denominator = # of reportabie HCBS PM

months in a calendar quarter.

Data Source (Select one):
Other

If'Other' is selected, specify:
MCQO performance monitoring

Responsible Party for Frequency of data
data collection/generation | collection/generation each that applies}:
(check each that applies): | {check each thar applies}:

Sampling Approachicheck

. State Medicaid T Weekly . 100% Review
Agency
" Operating Agency « Monthiy -~ Leess than 100%

Review

https://wms-mmdl.cms.gov/WMS/faces/protected/3 5/print/PrintSelector.]sp
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Quality Improvement: Waiver Draft [A.006.06.00 - Aug 01, 2018

" Sub-State Entity T Quarterly " Representative
Sample
Confidence
Interval = ...
+ Other " Amnually " Stratified
Specify: Describe Group:

MCO
T Continuously and " Other
Ongoing Specify:
7" {ther

Specify:

Prata Aggregation and Analysis:

Responsible Party for data agoregation
and analysis (check each that applies).

Frequency of data aggregation and
analysis(check each that applies).

«F State Medicaid Agency

.. Weekly

- Operating Agency

~ Monthly

Sub-State Entity

.t Quarterly

. Other

Specify:

w Annually

- Continuously and Ongoing

i Qther
Specify:

Page 3 of 43

ii. If applicable, in the textbox below provide any necessary additional information on the stratesies employed by
the State to discover/identify problems/issues within the waiver program, including frequency and parties

responsible.

Through the Bureaun of Managed Care each MCO is assigned state staff as the contract manager; and other

state staff are assigned to aggregate and anatyze MCO data.

This staff oversees the quality and timeliness

of monthly reporting requirements. Whenever data is late or missing the issues are immediately addressed by
each MCO account manager to the respective MCO.

b. Methods for Remediation/Fixing lndividual Problems

i. Describe the State’s method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide

mformation on the methods vsed by the State to document these items.
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If the contract manager, or policy staff as a whole, discovers and documents a repeated deficiency in
performance of the MCQ, a plan for inproved performance is deveioped. In addition, repeated deficiencies
in contractual performance may result in a withholding of payment compensation.

General methods for problem correction include revisions fo state contract terms based on lessons learned.
ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Amaiysis (including trend identification)

Frequency of data aggregation and

Responsible Party(check each that applies). analysis(check cach that applies):

i/ State Medicaid Agency " Weekly

" Operating Agency " Monthly

" Sub-State Entity ' Quarterly

' Orther " Annually
Specify:

Contracted Entity and MCOs

. Continwousiy and Ongoing

" Other

Specify:
f

H

e. Timelines
‘When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Administrative Authority that are currently non-
operational.

' N
‘ Yes

Please provide & detailed strategy for assuring Administrative Authority, the specific timeline for implementing
identified strategies, and the parties respensibie for its operation.

Appendiy B: Evaluation/Reevaluation of Level of Care

Quality bmprovement: Level of Care

As a distinci component of the State’s quality improvement strategy, provide information in the following fields io detail the
State's methods for discovery and remediation.

a. Metheds for Discovery: Level of Care Assurance/Sub-assurances
The state demonstrates that if implements the processes and instrument(s) specified in its approved waiver for
evaluating/reevaluating an applicant's/waiver participant's level of care consistent with level of care provided in o
hospital, NF or ICF/AID.

i. Sonb-Assurances:

a. Sub-assurance: An evaluation for LOC is provided to alf applicants for whom there is reasonable
indication that services may be needed in the future.

Performance Measures

For each performance measure the State will use 1o assess compliance with the siatuiory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.
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For each performance measure, provide information on the ageregaied daia that will enable the Siaie
fo analvze and assess progress toward the performance measure. In this section provide information
on the method by which each source of data is analyzed statistically/deductivelv or inductively. how
themes are jdentified or conclusions drawn. and how recommendations are jormulated. where
anprapriate,

Performance Vieasure:

LC-al: IME will measure the number and percent of approved LOC decisions.
Numerator: # of completed LOC; Denominator: # of referrals for LOC.

Data Source (Select one):
Other

1f 'Other’ is selected, specify:

FFS and MCO members will be pulled from ISIS for this measure. IME MSU
completes all initial level of care determinations for both FFS and MCO

populations.
Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/gencration fcheck each that applies;:
{check each that applies):
' State Medicaid . Weeldy o 100% Review
Agency
"7 Operating Agency | ¢ Monthly " Less than 100%
Review
7 Sub-State Eniity T Quarterly " Representative
Sample
Confidence
Interval =
wf Orther T Annually - 17 Stratified
Specify: Describe
contracted entity Group:
7" Continuousky and . Other
Ongoing Specify: .
. Other
Specify: ...
Data Aggregation and Analysis:
Responsible Party for data Freguency of data aggregation and
agereoaiion and analysis (check each | analysis(check each that applies):
that appliesi:
</ State Medicaid Agency T Weekly
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Responsible Party for data Freqguency of data aggregation and
ageregation and analysis (check each | analysis(check cach that applies).
thar applies):

. Operating Agency " Monthly

" Sub-State Entity ' Quarterly

. Other - Anpualiy

Specify:

7" Contineousty and Onrgoing

__ Otber

bB. Sub-assurance: The levels of care of enrolled parficipants are reevalucted at least annually or as

specified in the approved waiver.
Perfermance Measures

For each performance measure the State will use 1o assess compliance with the statutory assurance (or
sub-assurance), compieie the jollowing. Where possible, include numerator/denominator.

For each performance megsure, provide information on the ageregated data that will enable the State
fo analvze and assess progress toward the performance measure. In this section provide_information
on the method by which each source of data is analvzed siatistically/deductively or induciivelv_how
themes are identified or conclusions drawn, and how recommendations are fornulated where
anproprigie.

. Sub-assurance: The processes and instruments described in the approved waiver are applied
appropriately and according to the approved description fo deiermine participant level of care.

Performance Measures

For each performance measure the State will use to assess complianee with the statuiory assurance (or
sub-assurance), complete the following. Where possible, include rmumerator/denominaior.

For each performance measyre, provide information on the aggrecated data that will enable the State
to analvze and assess progress loward the performance megsure. In this section provide information
on the method by which each source of data is anabvzed statisticallv/deductively or inductively, how
themes are ideniified or conclusions drawn. and how recommendations are formuylated where
appropriate.

Periormance Measure:

L.C-cl: The IME shall determine the number and percent of imitial leve] of care
decisions that were accurately determined by applying the approved LOC
eriterion using standard operating procedures, Numerator: # of of LOC decisions
that were accurately determined by applying the correct criteria as defined in the
waiver; Denominator: # of reviewed LOC determinations.

Data Souwree (Select one):
Other
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If'Other' is selected, specify:
IME MQUIDS and OnBase

Responsibie Party for | Frequency of data Sampling Approach
data collection/generation {check each that applies).
collection/generation {check each that applies}):
{check each that applies).
" State Medicaid 7 Weekly T100% Review
Agency
¢ Operating Agency | /. Monthiy wf Less than 100%
Review
i Sub-Staie Entity 7 Quarterly «¢ Representative
Sample
Confidence
Interval =
5%
«’ Other : Annualty . Stratified
Specify: Describe
Contracted Entity Group: ...
" Continuously and " Other
Cngoing Specify:
""" Other
Specify

Data Aggregation and Analvsis:

Responsible Party for data Frequency of data aggregation and
aggregaiion and analysis (check each | analysisfcheck each that applies):
that applies):
< State Medicaid Agency T Weekly
7" Operating Agencey " Monthly
" Sub-State Entity « Quarterly
" Other T Anaually
Specify:
. Continuously and Ongoing
... Other
SPECIY: e

e
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ii. If applicable, in the iextbox below provide any necessary additional information on the strategies emploved by
the State to discover/identify probiems/issues within the waiver program, including frequency and parties
responsible.

Data for completed LOC is collected quarterly through reports generated through ISIS, MQUIDS, and
OnBase. This data is monitored for trends from an individual and systems perspective to determine in
procedural standards.

Monthly a random sample of LOC decisions is selected from each reviewer. 1QC activity is completed on
the random sampie. This level of scrutiny aids in early detection of variance from the stated LOC criteria.

b. Methods for Remediation/Fixing Individual Problems

i. Describe the State’s method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide
information on the methods used by the State to document these items.
The staie's Medical Services Unit performs internal quality reviews of initial and annual level of care
determinations {o ensure that the proper criieria are applied. In instances when it is discovered that this has
not occurred, the unit undertakes additional training for staff.

ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)

Responsible Party(check each that applies): Freq“e“cic‘;if:ZZ:E%‘;;?’EE;‘;;? analysis
+f State Medicaid Agency " Weekly

_- Operating Agency " Monthly

T Sub-State Entity W Quarterty

o Other 7 Anpually

Specify .

i

— Countinuowsty and Ongoing

" Other
Specify:

H

¢. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related 1o the assurance of Leve!l of Care that are currently non-operational,
* No
.. Yes
Please provide a detailed strategy for assuring Level of Care, the specific timeline for implementing identified
strategies, and the parties responsible for its operation,

Appendix C: Participant Services
Quality Improvement: Qualified Providers

As a distinct component of the State s quality improvement strategy, provide information in the following fields to detail the
State’s methods for discovery and remediation.

a. Methods for Discovery: Qualified Providers
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The state demonstrates that it has designzd and implemenied an adequate system for assuring that all waiver
services are provided by qualified providers,

i. Spb-Assurances:

a. Sub-Assurence: The State verifies thar providers initially and confinually meert required licensure
and/or ceriification stundards and adhere 1o other standards prior to their furnishing waiver
services.

Performance Measures

For each performance measure the Siate will use fo assess complianee with the statulory assurance,
complate the following. Where possible, include numerator/denominator.

For each performance measure. provide information on the agoregated data thar will enable the Siate
i0 analvze and assess progress loward the performarice megsure. In this section provide information
on the method bv which each source of data is anahvzed statisticallv/deductively or inductivelv, how
themes are identified or conclusions drawn. agnd how recommendations are formulaied where
approprigie.

Performance Measure:

OQP-al; The IME will measure the nember and percent of licensed or certification
waiver provider earollinent applications verified against the appropriate licensing
and/or certification entity. Numerator = # and percent of waiver providers
verified against appropriate licensing and/or certification entity prior o
providing services, Denominator = # of licensed or certified waiver providers.

Drata Source {Select one);

Other

I "Other' 15 selected, specify:

Encounter data, claims data and enrollment information out of ISIS. All MCO
HCES providers must be enrolled as verified by the IME PS,

Responsible Party for | Freqguency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
( + State Medicaid T Weekly « 100 Review
Agency '
" Operating Agency | v Monthly " Less than 100%
Review
. Sub-State Entity . Quarterty " Representative
Sample
Confidence
Interval =
~ Other 7 Anpnually " Stratified
Specify: Describe
Contracted Entity Group:

" Continuously and | 7 Other
Ongoing Specify:
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"~ Other
Specify:

Data Aggregafion and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis{check each that applics}:
that applies):

o State Medicaid Agency T Weekly
. Operating Agency " Monthly
7" Sub-State Entity W Quarterly
... Other ¢ Annually

Specify:

. ¢ Continuously and Ongoing

" Other

b. Sub-Assurance: The Staie monitors non-licensed/non-certified providers io assure adherence to
wakver reguirements.

For each performance measure the State will use to assess compliance with the statutory assurance,
complete the jollowing. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data thai will enable the State
10 analyze and assess progress toward the performance measure. In this section provide information
on the method bv which each source of data is analvzed statisticallv/deductively or inductivelv, how
themes are identified or conclusions drawn, and how recommendations are formulated where
approprigie,

Performamce Measure:

QP-b1: The IME shall determine the number and percent of CDAC providers
that met waiver requirements prior to direct service delivery. Numerator = # of
CDAC providers who met waiver reguirements prior to service delivery;
Denominator = # of CDAC enrolled providers.

Data Source (Select one):

Other

If 'Other' is selected, specify:

Encounter data, claims data and enrcliment informatior out of ESES. Al MCO
HCBS providers must be enrolled as verified by the IME PS.

I
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Frequency of data
colieciion/generation
(check each that applies):

Sampling Approach
(check each that applies):

wf State Medicaid i Weekly o 100% Review
Agency
7" Operating Agency | i Monthly " Less than 100%
Review
" Sub-State Emtity T Quarterly 7 Representative
Sample
Confidence
Interval= ...
~ Other . Anpually _ Stratified
Specify: Drescribe

Contracted Entity

7 Continuously and | Other
Ongoing Specify:
Other
Specify:

Data Aggregation and Analbysis:

Responsibie Party for data
aggregation and analysis (check each
that applies):

Freguency of data aggregation and
analysis(check each that applies):

« State Medicaid Agency " Weekly

. Operating Agency ~ Monthly
" Sab-State Entity ' Quarterly

_. Other " Annually

Specify;

- Coutinuously and Ongoing

... Other
Specify:
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c. Sub-Assurance: The State implements its policies and procedures for verifving that provider
training is conducted in accordance with state requirements and the approved waiver,

For each performance measure the State will use to assess compliance with the siatuiory assurance,
complete the following. Where possible, include numerator/denominator.

For each performance measyre, provide information on the aggregated data that will enable the State
to analvze and assess progress toward the performance measure. In this section provide information
on the method bv which each source of dala is anabvzed sigtistically/deductively or inductively, how
themes are identified or copclusions drawn, and how recommendations are jormulated where
appropriare.

Performance Measure:

QP-cl: The IME will measure the fotal number and percent of providers, specific
by wajver, that meet training requiremnents as outlined in State regulations.
MNumeraior = # of reviewed HCBS providers which did pot kave a corrective
action plan issued related to training; Denominator = # of HHCBS waiver
providers that had a certification or periodic quality assurance review.

Erata Source (Select one}:

Record reviews, off-site

If *Other' 1s selected, specify:

Provider's evidence of staff training and provider training policies. All certified
and periodic reviews are conducted on a 3 year cvele; at the end of the cycle all
nroviders are reviewed.

Responsible Party for | Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
{™ State Medicaid T Weekly 0 100% Review
Agency
7 Operating Agency | o Monthly " Less than 106%
Review
. Sub-State Entity T Quarterly " Representative
Sample
Confidence
Interval =
i Other T Apnually . Stratified
Specify: Describe
Contracted Entity

7 Continuously and " Other
Ongoing

~ Other
Specify:
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Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies}:
that applies):

« State Medicaid Agency T Weekly

" Operating Agency " Monthly

7 Sub-State Entity «f Cuarterly

- Other " Annually

Specify

— Continnously and Ongoing

Other
Specify:

ii. Ifapplicable, in the textbox below provide any necessary additional information on the strategies emploved by
the State to discover/identify problems/issues within the walver program, imcluding frequency and parties
responsible.

The IME Provider Services unit is responsibie for review of provider licensing, certification, background
checks of relevant providers, and determining compliance with provider service and business requirements
prior to itial enrollment and reenroliment.

Al} MCQ providers must be enrolled as verified by IME Provider Services,

The Home and Community Based Services (HCBS) quality oversight unit is responsible for reviewing
provider records at a 100% level over a three to five year cycle, depending on certification or accreditation. If
it Is discovered that providers are not adhering to provider training requirements, a corrective action plan is
implemented. If corrective action attempts de not correct noncampliance, the provider is sanctioned for
noncompliance and eventually disenrolled or terminated if noncompliance persists.

b. Methods for Remediation/Fixing Individual Problems
i. Describe the State’s method for addressing individual problems as they are discovered. Include information

regarding responsible parties and GENERAL methods for problem comrection. In addition, provide
information on the methods used by the State to doctrnent these items.
If it is discovered by Provider Services Unit during the review that the provider is not compiiant in one of the
enroliment and resprollment state or federal provider requirements, the provider is required to correct
deficiency prior to enrollment or reenvoliment approval. Until the provider make these comrections, they are
ineligible to provide services to waiver members. All MCO providers must be enrolied as verified by IME
Provider Services, so if the provider is no longer enrolled by the IME then that provider is no longer eligible
to enroll with an MCO.

If it is discovered during FICBS Quality Oversight Unit review that providers are not adhering to provider
training requirements, a corrective action plan is implemented. If corrective action attempts do not correct
noncompliance, the provider is sanctioned for noncompliance and eventually disenrolled or terminated is
noncompliance persists.

General methods for problem correction at a systemic level include mformational letters, provider trainmgs,
collaboration with stakeholders and required changes in individual provider policy.

ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification}

https://wms-mmdl.cms.gov/WMS/faces/protected/3 5/print/PrintSelector jsp 4/12/2018



Quality Improvement: Waiver Draft LA .006.06.00 - Aug 01, 2018 Page 14 of 43

Frequency of data aggregation and analysis

Responsible Party(check each that applies): (check each that applies):

" State Medicaid Agency " Weekly
77 Operafing Agency ~ Monthly
"' Sub-State Entity Wt Quarterly
t Other 7 Annuaily
Spoci.

contracted entity and MCO

. Continuously and Ongoing

¢. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Qualified Providers that are currently non-
operational.
‘® No
. Yes
Please provide a detailed strategy for assuring Qualified Providers, the specific timeline for impiementing
identified strategies, and the parties responsible for ifs operafior.

Appendix D Participant-Centered Planning and Service Delivery
Quality Improvement: Service Plan

As a distinci component of the State’s quality improvement strategy, provide information in the following fields to detail the
Srate 's methods for discovery and remediation.

a. Methods for Discovery: Service Plagp Assurance/Sub-assurances

The state demonstrates it has designed and implemented an effective system for reviewing the adequacy of service
plans for waiver participants,

i. Sub-Assurapces:

a. Sub-assurance: Service plans address all pariicipants’ assessed reeds (incinding health and safety
risk factors) and personal goals, either by the prevision of waiver services or through other means.

Performance Measures

For each performance measure the State will use fo assess compliance with the statutory assurance {or
sub-assurance), compleie the following. Where possible, include numerator/denominator.

For each performance megsure. provide information on the avoregated data that will enable the Siate
to analvze and assess progress toward the performance measure_In this section provide information
on the method by which each source of data is analvzed statistically/deductivelv or inductively. how
themes are identified or conclusions drawn. and how recommendations are formulated where

appropriate.

Performance Measure:
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S5P-a: The IME shall measure the pumber ard percent of service plans that

accurately reflect the member's assessed needs. The assessed peeds must include,

at a minimum, personal goals, health risks, and safety risks. Nomerator =# of
service plans that address all member assessed needs inciuding heaith and safety
risks, and personal goals. Depominator = # of reviewed service plans.

Pata Source (Select one):

Record reviews, off-site

I 'Other’ is selected, specify:

person-centered plans and the results of the department approved assessment

Respounsible Party for | Fregunency of data Sampling Approach
Gata collection/generation (check each that applies):
collection/generation {check each that applies):
{check each that applies):
™ State Medicaid T Weekly " 100% Review
Agency
" Operating Agency | 4 Menthly # Less than 100%
Review
"7 Sub-State Entity T Quarterly . Representative
Sample
Confidence
Interval =
3%
W Other I Anpually " Stratified
Specify: Describe
Contracted Entity Group: .
including MCO
" Continuously and . Other
 Ongoing Specify:
T Other
Specify:

Pata Aggregation and Analysis:

Responsible Party for data Fregquency of data aggregation and
agoregation and analysis (check each | analysis{check each that applies).
that applies):

o State Medicaid Agency T Weekly

" Operating Agency . Menthly

" Sub-State Entity " Quarterly

¢ Other " Annualy

Specify:
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Responsibie Party for data Frequency of data aggrecation and
aggregation and analvsis (check each | analysis{check each that applies):
that applies):

" Continuousty and Ongoing

“ Other
Specify:

b. Sub-assurance: The Stale monitors service plan development in accordance with its policies and
procedures.

Performance Measures

For each performance measure the State will use to assess compliance with the siatutory assurance (or
sub-assurance), complete the following. Where possible, include numeraior/denominaior.

For eqach performance measure. provide information on the aevregated datg thar will enable the Stare
ic analvze and assess progress ioward the performance measure, In this sectipn provide information
on the method by which each sowrce of data is analvzed siatisticallvideductively or induciively, how
themes are identified or conclusions drawn,_and how recommendations are formulated where
approprigie.

¢. Sub-assurance: Service pluns are updated/revised af least annnally or when warranted by changes
in the waiver parficipant’s needs.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.,

For each performance measure, provide information on the ageregated data that will enable the Staie
{0 analvze and assess progress toward the performance measure. in this section provide information
on the method by which each source of data is analvzed statisticalhv/deductivelv or inductively, how
themes gre identified or conclusions drawn, and how recommendations gre formulated where
appropriate.

Performance Measure:

SP-c2: The IME will measure the number and percent of service plans which are
updated on or before the member's arnual due date. Numerator = # of service
plans updated prior to due date; Denominator = # of service plans reviewed.

Pata Source (Select one):
Record reviews, off-site
If 'Other' is selected, specify:
erson-centered plans and the resulis of the department approved assessment

Responsible Party for | Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):

{check each that applies):

" Weekly ... 100% Review
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o State Medicaid

Agency
"~ Operating Agency | 4 Monihly o Less than 100%
Review
. Sub-State Enfity 7 Guarterty « Representative
Sample
Confidence
Interval =
5%
W Other T Annualiy . Stratified
Specify: . Describe
Medicaid contracte: Group:
entity including i
MCO
T Confinuously and - Other
Ongoing specify.
''''' Other
Specify

Data Ageregation and Amalysis:

Responsible Party for data Freguency of data aggregation and
agoregation and aralysis (check each | analysis(check each that applies):
that applies):

. State Medicaid Agency " Weekly

" Operaiing Agency ' Monthly

7" Sub-State Entity  Quarterly

" Other . Amnually

Specify:

. Continoously and Ongoing

. Other
_Sp_ecifv:

i

Performance Measure:

§P-ci: The IME will measure the number and percent of service plans which
were revised when warranted by a change in the member’s needs. Numerator = #
of service plans updated or revised when warranied by changes to the member’s
needs. Denominator = # of reviewed service plans.
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erson-ceniered plans and the resulis of the department approved assessment

Responsibie Party for | Frequency of data Sampling Approach
data eoliection/generation {check each thar applies).
collection/generation {check each that applies):

{check each that applies).

" Staie Medicaid ;. Weekly 100% Review
Agency

7" Operating Agency | «/ Monthly + Less than HH0%

Review
 Sub-State Entity . Quarterly ~¢ Representative
Sample
Confidence
Interval =
5%

« Other T Amnually " Stratified
Specify: Describe
Contracted Bntity Group:
including MCO

" Continucusly and . Other

Ongoing Specify:
% Other

Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis{check each that applies}.

~* State Medicaid Agency

Weekly

T Operating Agency

— Monthly

¢ Sub-State Entity

o Quarterly

" Annualiy

7 Continvously and Ongoing

.. Other
Specify:
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Responsible Party for data Freguency of data aggregation and
aggregation and anabysis (check each | analvsis/check each thar applies;.
that applies):

d. Sub-assurance: Services are delivered in gccordance with the service plan, Including the type, scope,
amount, duration and frequency specified in the service plan.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance {or
sub-assurancel, complete the following. Where possible, include numerator/denominaior.

For each performance measure, provide information on the gggreoated data that will enable the Siate
io analvze and assess progress toward the performance measure. In this section provide information
on the method bv which each source of data is analvzed statisticalhy/'deductively or inductivelv, how
themes are ideniified or conclusions drawn, and how recommendations are formulated where
anpropridie.

Performance Measure:

SP-dl: The IME will measure the # and percent of members' service plans that
identify ali the foliowing elements: * amount, duration, and funding seurces of all
services * ali services authorized in the service plan were provided as verified by
supporting docaumentation. Numerator: # members receiving services authorized
in their service plan; Denominator = # of service plaus reviewed.

Prata Source (Select one):

Record reviews, on-site

If'Other' is selected, specify:

Serviee plans are requested from the case managers, with service provision
documentation requested from providers

Responsible Party for | Frequency of data Sampling Approach
data collection/generafion (check each thal applies):
coliection/generation {check each that applies):
{check each that applies).
. State Medicaid [ Weekly T 108% Review
Ageney
" Operating Agency | ./ Monthly ~# Less than 100%
Review
" Sub-State Entity - Quarterly «+ Representative
Sample
Coniidence
Interval =
5%
W Other . Annually 7" Stratified
Specify: _ Describe
Contracted Entity Group:
including MCO '
" Continuously and { 7 Other
Ongoing Specify:
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Data Aggregation and Analysis:

Responsibie Party for data Frequency of data aggregation and
apgregation and analysis (check each | anaivsis(check each that applies):
that applies).

o State Medicaid Agency - Weekly
. Operating Agency " Monthly
77 Seb-State Entity v Quarterly
. Other “ Annually

Specify.

" Continuously and Ongoing

. Other

e. Sub-assurance: Parficipants are afforded choice: Between/among waiver services and providers.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominaior.

For each performance measure. provide information on the aeerecaled datg that will enable the Siate
10 analvze and assess progress loward the performance measure. In this section provide information
or the method by which each source of daia is analvzed siatisticallv/deductively or inductively. how
themes are ideptified or conclusions drawn, and how recommendations are formulated where
appropriaie.

Performance Measure:

SP-¢l: The IME will measure the number and percentage of members from the
HCBS IPES who responded that they had a choice of services, Numerator =# of
IPES respondents who stated that they were a part of planning their services;

Denominator = # of IPES respondents that answered the question asking if they
were a part of planning their services.

Data Source (Select one):

Ampalyzed collected data (incloding surveys, focus group, interviews, etc)
1i°Other' is selected, specify:
FFS HCBS UNIT QA survey data and MCO IPES databases

l [ | |
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Responsible Party for | Freguency of data Sampling Approach
data collection/generation {check each that applies):
coliection/generation (check each that applies):
(check each thar applies):
" State Medicaid T Weekly " 100% Review
Agency
- Operating Agency | -/ Monthly < Less than 100%
Review
" Sub-State Entity " Quarterly " Representative
Sampie
Confidence
Interval =
3%
4 Other . Apnually " Stratified
Specify: Describe
Contracted Enfity Group:
includmng MCO . s
¢ Continuousty and . Other
Ongoing Specify. ..
. Other
_ Specify:

Data Agoregation and Analysis:

Responsible Party for data
agoregation and analysis {check each
that applies}):

Frequency of data aggregation and
analysis{check each that applies}:

o State Medicaid Agency

. Operating Agency

. Sub-State Entity

« Quarterly

" Annually

. Continuously and Ongoing

Performance Measure:
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5P-2: The IME will measure the number and percentage of service plans from
the HCBS QA survev review that indicated the member had a choice of providers.
Numerator: The total number of service plans reviewed which demonstrate
choice of HCBS service providers; Denominater: The total number of service
plans reviewed.

Drata Source (Select onej:

Record reviews, off-site

I 'Other' 15 selected, specify:

FES QA review of service plan stored in OnBase. MCOs review service plans
available through their systems.

Responsible Party for | Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/ceneration (check each that applies):
(check each that applies):
¢ State Medicaid T Weekly T 100% Review
Agency
. Operating Agency § - Monthiy W Less than 100%
Review
" Sub-State Entity " (uarterly « Representative
Sample
Confidence
Interval =
5%
& Other ;7 Annually 77 Stratified
Specify: Describe
Contracted entity Growp: |
including MCO
" Continuously and . Other
Ongoing Specify: |
. Other
Specify:

Prata Aggregation and Analysis:

Responsible Party for data Frequency of data ageregation and
ageregation and apalysis (check each | analvsis(check each thar applies):
that applies}):

«¢ State Medicaid Agency " Weekly

. Operating Agency " Monthly

. Sub-State Entity +f Quarterly

... Other " Anpnually

Specify:
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Responsible Party for data Freguency of data aggregation and
aggregation and analysis (check each | analysis(check cach that applies):
that applies):

" Continuously and Ongoing

7 Other
SPOCHY:

if. If applicable, in the textbox below provide any necessary additional information on the strategies emploved by
the State to discover/identify problems/issues within the waiver program, including frequency and parties
responsible. '
The Medical Services upit utilizes criferia io grade each reviewed service plan component. I it is determined
that the service plan does not meet the standards for component(s), the case manager is notified of deficiency
and expectations for remediation. Development of a mechanism to collect service worker remediation
request response is in development.
The HCBS unit bas identifled questions and answers that demand additional attention. These questions are
considered urgent in nature and are flagged for follow-up. Based on the responses to these flagged questions,
the HCBS interviewer performs education to the member at the time of the interview and requests additional
information and remediation from the case manager.
General methods for problem correciion at a systemic level include informational letters, provider frainings,
collaboration with stakeholders and changes in policy.

b. Methods for Remediation/Fixing Individual Problems

i. Describe the State’s method for addressing individual problems as they are discovered. Include informartion
regarding responsible parties and GENERAL methods for problem correction. In addition, provide
information on the methods used by the Staie to document these items.
The Medical Services unit utilized criteria to grade each reviewed service plan component. If it is
determined that the service plan does not meet the standards for component(s}, the case manager is notified
of deficiency and expectations for remediation. Development of a mechanism to collect case manager
remediafion request response 1s in development.

The HCBS unit has identified questions and answers that demand additional attention. These quesiions are
considered urgent in nature and are flagged for follow-up. Based on the responses to these flagged questions,
the HCBS interviewer performs education to the member at the time of the interview and requests additional
information and remediation from the case manager.

General methods for problem correction at a systemic level include informational letters, provider trainings,
collaboration with stakeholders and changes in policy.

ii. Remediation Ivata Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)

Frequency of data aggregation and analysis

Responsible Party(check cach that applies): (check each that applies):

. State Medicaid Agency T Weekly

__ Operating Agency " Monthly

_: Sub-State Entity + Quarterly

+ Other 7 Anpually
Specify:

Contracted Entity including MCOs
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Responsible Party(check each that applies): FrequenC?giif;ijf%;;gzgggeﬁ;d analysis

7 Continnously and Ongoing

" Other
Specify:

¢. Timelines

When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to desien
methods for discovery and remediation related to the assurance of Service Plans that are currently non-operational.
. No
. Yes
Please provide a detailed strategy for assuring Service Plans, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

Appendix G: Participant Safeguards
uality Improvement: Health and Welfare

As a distinct component of the State's qualitv improvement strategy, provide informarion in the jollowing fields to detail the
State's methods for discovery and remediation.

a. Methods for Discovery: Health and Welfare

The siate demonstrates it has designed and implemented an effective sysiem for assuring waiver participant health
ard welfare. (For waiver actions submitied before June 1, 2014, this assurance read "The State, on an ongoing basis,

identifies, addresses, and seeks to prevent the occurrence of abuse. neglect and exploitation. )
i. Sub-Assurapees:

a. Sub-assurance: The state demonsitrates on an ongoing basis that it identifies, addresses and seeks to
prevent instancesof abuse, neglect, exploitation and unexplained death. (Performance measures in

this sub-assurance include all Appendix G performance measures for waiver actions submitied before
June 1, 2014.)

Performance Measures

For each performance measure the State will use fo assess compliance with the statuiory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominatior.

For each performance measure, provide information on the aggregated data that will enable the State
to analvze and assess progress toward the performance measure. In this section provide information
on the method bv which each source of data is analvzed statisticallv/deductively: or inductively, how
themes are identified or conclusions drawn. and how recommendations are formulaied where
appropriate.

Performance Measure:

HW-al: The IME will measure the total number and percent of FAC-defined
major critical incidents requiring follow-up escalation that were investigated.
Numerator = # of critical incidents that received follew-up as required;
Denominator = # of critical incidents requiring folow-up escalation

Drata Source (Select one):
Critical events and incident reports
If "Other' 1s selected, specify:
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Drata coliecied in the FFS and MCO CIR databases.

Responsible Party for | Frequency of data Sampling Approach
data collection/generation (check each that applies):
coliection/generation (check each that applies):
(check each that applies).
T State Medicaid T Weeldy . 100% Review
Agency
" Operating Agency i ¢ Monthly " Less than 100%
Review
7 Sub-State Entity | . Quarterly " Representative
Sample
Confidence

inferval =

pwd Other " Annually 7 Siratified
Specify: Describe
Conmracted Entity Group:

including MCO

" Continuously and © Other
Ongoing Specify:

o Other
Specify:

Drata Ageregation and Analysis:

Responsibie Party for data Freguency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

' State Medicaid Agency 7T Weekly

7 Operating Agency — Monthly

" Sub-State Entity o Quarterly

T Other " Annually

Specify:

- Continnously and Ongoing

—, Other
Specify:
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Performanee Measure:

HW-a2: The IME will measure CIs that identify a reportable event of abuse,
neglect, exploitation, or unexplained death and were foliowed upon appropriaieiy.
Numerator = # of CIRs that identified 2 report was made to DHS protective
services and/or approepriate foliow up was initiated; Denominator =# of Cls that
identified a reportable event of abuse, negiect, exploitation, and/or unexplained
death

Data Source (Select one);

Analyzed collected data (including surveys, focus group, interviews, etc)
[f'Other’ is selected, specify:

FFS and MCO CIR databases

Responsible Party for | Frequency of data Sampling Approach
data coliection/generation {check each that applies):
collection/generation {check each thai applies):
(check each that applies):
- State Medicaid T Weekly o 100% Review
Agency .
i Operating Agency |+ Monthiy " Less than 100%
Review
o Sub-State Entity 77 Quarterly ' Representative
Sample
Confidence
Interval =
~ Other . Annually T Stratified
Specify: Describe
Contracted Entity Group:
inciuding MCO
o Continuousky and T Other
Ongoing Spectfy:

i Other
Specify:

Data Aggregation and Analysis:
Respounsible Party for data Frequency of data aggregation and
aggregation and aualysis (check each | analysis(check each that applies):

that applies):

. State Medicaid Agency T Weekly
" Operating Agency " Monthly
7" Sub-State Entity wf Quarteriy
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Responsible Party for data
aggregation and anabysis (check each
that applies).
... Otber
Specify:

Frequency of data aggregation and
analysis(check each that applies).

" Anneally

— Continuously and Ongoing

" Other
Specify;

b. Sub-assurance: The state demonstrates that an inciden! management sysiem is in place that
effectively resolves those incidents and prevenis further similar incidents to the exient possible.

Performance Measures

For each performance measure the State will use to assess compliance with the siatulory assurance (or
sub-assurance), complere the following. Where possible, include numerator/denominaior.

For each performance measure. provide information on the agerecaled data that will enable the State
to analvze and assess progress toward the performance measure. in this section provide informaftion
on the method by which each sowrce of data is analvzed siafisticalh/deductively or inductively, how
themes are identified or conclusions drawn. and how recommendations are formulaied, where
appropriate.

Performance Measure:

HW.-bl: The IME will identify all anresolved critical incidents which resulted in a
targeted review and were completed to reselution. Numerator =# of targeted
reviews resuliing from an incident which were resolved within 66 days;
Denominator = # of critical incidents that resulted in 2 targeted review.

Data Souree (Select one):

Critical events and incident reports

If'Other' is selected, specify:

FFS/HCBS Unit and MCO data obtained from CIR databases.

Responsible Pariy for
data
cofiection/generation
{check each that applies):

Freguency of data
collection/generation
(check each that applies):

Sampling Approach
(check each that applies):

" State Medicaid T Weekly & 100% Review
Agency
T Operating Agency | ¢ Monthly 7 Less than 100%
Review
7" Sub-State Entity " Quarterly ™ Representative
Sample
Confidence

Interval =
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w Other . Annually . Stratified
Specify: Describe
Contracted Entity Group:
mcluding MCO

. Continuousty and . Other
Ongoing Specify:
. Other
Specify:

Drata Aggregation and Analvsis:

Respousible Party for data Freguency of data aggregation and
aggregation and analysis (check each |analysis{check each that applies).
that applies}.

« State Medicaid Agency _ Weekly

" Operating Agency " Monthly

7 Sub-State Entity « Quarterly

. Other " Annualiy

Specify

¢ Continuously and Ongoing 1

7 Other
Specity:

¢. Sub-assurance: The state policies and procedures for Hee use or prolibifion of restrictive
interventions (including restrainls and seclusion) are followed.

Performance Measures

For each performance measure the State will use o assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the agerecated data that will enable the State
1o analvze and assess progress loward the performance measure. In this section provide information
on the method by which each source of data is analvzed statisticallv/deductively or inductively, how
themes are identified or conclusions drawn,_and how recommendations are formulated, where
appropriate.

Performance Measure:
HW-cl: The IME will measure the total # and % of providers with policies for
restrictive measures that are consistent with State and Federal policy and rules,
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and followed as writien, Numerator = # providers reviewed that kave policies for
restrictive measures that were implemented as written; Denominator = total # of
proeviders reviewed that identified having policies for restriciive measures.

Data Source (Select one):

Record reviews, on-site

If'Other’ 1 selected, specify:

Provider's policies and procedures. All certified and periedic reviews are
conducted on a 5 vear cycle; at the end of the cvcle all providers are reviewed.

Responsible Party for | Freqguency of daia Sampling Approach
data collection/gereration (check eqch that applies):
coliection/generation (check each that appiies):
(check each that appliesj:
State Medicaid T Weekdy \,f 100% Review
Agency
. Operating Agency | o/ Monthly [ Liess than 160%
Review
. Sub-State Entity 77 Quarterly . Representative
Sample
Confidence
Inierval =

W Other I Apnually T Stratified

Specify: Describe
Contracied Entity Group:
" Continuously and T Other
Ongoing Specify: .
7 Other
Specify:

BPrata Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each |analysis(check each that applies):
that applies):

W State Medicaid Agency T Weekly

. Operating Agency """ Monthly

¢ Sub-State Entity

" Other
Specify:

Annually
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Responsible Party for data Freguency of data aggregation and
aggregatien and analysis (check each | analvsis(check each thar applies).
that applies):

" Continucusly and Ongoing

Other
Specify:

d. Sub-gssurance: The state esteblishes overall health care standards and monitors those standards
based on the responsibilify of the service provider as stated in the gpproved waiver.

Performance Measures

For each performance measure the State will use 1o assess compliance with the statutory assurance (or
sub-assurance), complete the following Where possible, include mumerator/denominator.

For each performance measure. provide information on the aogregaied data that will enable the Staie
to analvze and assess progress loward the performance measure, In this section provide information
on the method by which each source of data is anahzed statisticalh/deductively or inductivelv, how
themes are identified or conclusions drawn,_and how recommendations are formulated where
appropriate.

Performance Measnre:

HW-d1: The IME will measure the number and percent of providers meeting
state and federal requirements relative to individual waivers. Numerator =# of
Quality Assurance reviews that did not receive a corrective action plan;
Deneminator = # of provider Quality Assurance Reviews completed.

Data Source (Select one):

Record reviews, off-site

If 'Other' is selected, specify:

AH QA reviews that don't resclt i a corrective action. All certified and periodic
reviews are conducted on a 5 year cycle; at the end of the cycle all providers are

reviewed.
Responsible Party for  § Frequency of data Sampling Approach
data collection/generation {check each that applies):
collection/generation (check each that applies):
{(check each that applies).
""""" . State Medicaid T Weekly & 100% Review
Agency
. Operating Agency | ¢ Monthiy " Less than 100%
Review
" Sub-State Entity 7" Quarterly " Representative
Sample
Confidence
Interval =
w~ Other ™ Annually " Stratified
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Specify: Describe
Contracted Entity Group:
incinding MCO
" Continuously and T Other
Ongoing | Specify:
o Other
Specify

Drata Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis/check each thar applies):
that applies):

W State Medicaid Agency T Weekly

- Operating Agency " Monthly

T Sub-State Enfity W Quarterly

. Other 7 Anmually

Specify:

W COﬂtin uous]}: &]ld Ongﬂing

7, Other
Specify:

ii. If applicable, in the textbox below provide any necessary additional imformation on the strategies employed by
the State to discover/identify problems/issues within the waiver program, incieding frequency and parties
responsible.

The IHCBS Quality Assurance unit and each MCO  is responsible for monitoring and analyzing data
associated with the major incidents reported for members on waivers. Data 1s pulied from the data
warehouse and from MCO reporting on a regular basis for programmatic trends, individual issues and
operational concerns. Reported incidents of abuse, medication error, death, rights restrictions. and restraints
are investigated further by the HCBS Incident Reporting Specialist as each report is received. The analysis
of this data is presented to the state on a quarterly basis.

The HCBS provider oversight unit, and each MCQO, is responsible for conducting IPES interviews with
waiver members. The IPES tool has been expanded based on the federal PES tool and thought to capture a
more comprehensive view of lowa's waiver population needs and issues. The IPES tool incorporates the
seven principies of the Quality Framework and is able to adjust based on the member interviewed and service
enroliment. HCBS Specialists conduct interviews either face-to-face or via telephone, to the discretion of the
waiver member. All waiver members have the right to decline interview. The results of these mterviews are
presented 1o the state on a quarterly basis.
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b. Methods for Remediation/Fixing Individuai Probiems

L

i

Describe the State’s method for addressing mdividual problems as they are discoverad, Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide
Information on the methods used by the Staie to document these items.

The HCRS incident Reporting Specialist and each MCO analyzes data for individual and systemic

issues. Individual issues require communication with the case manager to document all efforts o remediate
risk or concern. If a these efforts are not successful, staff continues efforts to communicate with the case
manager, the case manager's supervisor, and proteciive services when necessary. All remediation efforts of
this type are documented in the monthly and quarrerly reports.

The HCBS Specialists conducting interviews conduct individual remediation to flagged questions. In the
instance that 2 flagged question/response occurs, the Specialist first seeks further clarification from the
member and provides education when necessary. Following the interview, the case manager is notified and
information regarding remediation is required within 30 days. This data is stored in a database and reported
to the state on a quarterly and annual basis. MCO are responsible for research and follow up to flagged
TESpOSes.

General methods for problem: correction at 2 systemic level include mformational letiers. provider trainings,
coltaboration with stakeholders and changes to provider policy.

Remediatiop Data Aggregation

Remediatiop-related Data Agprecation and Analysis (including trend identification)

Responsible Party(check each that Frequency of data aggregation and
applies}. analvsisicheck each that applies):
i State Medicaid Agency T Weekly
"t Operating Agency o Monthly
" Sub-State Entity o Quarterly
i Other o Anmually
Specify:

contracied entity and MCO

" Continnousty and Ongoing

" Other
Specify:

¢. Timelines
‘When the State does not have all elements of the Quality lmprovement Straiegy in place, provide timelines to destgn
methods for discovery and remediation related to the assurance of Health and Welfare that are currently non-
operational.
& No
. Yes
Please provide a detatled strategy for assuring Health and Welfare, the specific timeline for implementing
identified sirategies, and the parties responsible for its operation.

Appendix I: Financial Accountability

Quality Improvement: Financial Accountability

As a distinct component of the State’s quality improvement strategy, provide information in the following fields to detail the
State s methods for discovery and remediation.
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a. Methods for Discovery: Financial Accountability Assurance:
The Stete must demonstraie that it has designed and implemented an adequate system for ensuring financial
accouniability of the waiver program. (For waiver actions submitted before June 1, 2014, this assurance read "State
financial oversight exists (o assure that claims are coded and paid for in accordance with the reimbursement
methodology specified in the approved warver. "}
i, Sub-Assuramces:

a. Swb-assurance: The Siaie provides evidence that claims are coded and paid for in accordance with
the reimbursement methodology specified in the approved waiver and only for services rendered.
(Ferformance measures in thns sub-assurance include all Appendix ! performance measures for waiver
actions submitied before June 1, 2014.)

Performance Measures

For each performance measure the State will use io assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominaior.

For each performance measure, provide information on the agoregaied data that will enable the Siate
io analvze and assess progress toward the performance measure. In this section provide information
on the method by which each source of daia is analvzed siatisticallv/deductivelv or inductivelv, how
themes agre ideniified or conclusions drawn. and how recommendations are formulgied where
approprigie.

Performance Measure:

FA-al: The IME will determine the number and percent of FFS reviewed claims
supported by provider documentation. Numerator =# of reviewed paid claims
where documents supports the units of service; Denominator = # of reviewed paid
claims

Data Source (Select one):

Financial records (including expenditures)

If "Other' ts selecied, specify:

Program Entegrity reviews claims and provider documentation for providers
abready under review.

Responsible Party for | Frequency of data Sampling Approach
data collection/generation {check each that applies).
collection/generation (check each that
(check each thai applies):
applies):
State Medicaid . Weekly 7 100% Review
Agency
" Operating Agency | . Monthly «f Less than 100%
Review
' Sub-Staie Enfity o Quarterly ¢ Representaiive
Sample
Confidence
Interval=
«# Other % Annually T Stratified

Specify: | Describe Group: |
Contracted Entity ' : g
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. Continuously and Specify:

Ongoing Annually 2
sample of claims
from the 2 most
utilized codes in
the first
vear. Remaining
codes are
reviewed in
following years.
Documentation
15 reviewed to
determine
appropriate
units.

« Other

Specify:

quarterly across all

wajvers, annually

for this waiver

Drata Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and

aggregation and analysis (check each | analysisicheck each thar applies):
that applies}:

W State Medicaid Agency T Weekly

" Operating Agency " Monthly

7" Sub-State Enfity W Quarterly

. Other ~F Annually
Specify:

- Continuously and Ongoing

« Other

Specify:
guarterly across all waivers,
annually for this waiver.

Performance Measure:

FA-a2: The IME will determine the number of clean claims that are paid by the
managed care organizations within the fime frames specified in the contract.
Numerator = # of clean claims that are paid by the managed care organization
within the time frames specified in the contract; Denominator = # of Managed
Care provider claims.

Data Source (Select one):

Financial records (inciuding expenditures)

If 'Other’ is selected, specify:

Adjudicated claims summary, claims aging summary, and claims lag report

‘lResponSible Party for iSampiing Approach
jdata E (check each that applies):
b

https://wms-mmdl.cms.gov/WMS/faces/protecied/3 5/print/PrintSelector.jsp 4/12/2018



Cuality Improvement: Waiver Draft 1A.006.06.00 - Aug 01, 2018 Page 35 of 43

collection/generation Frequency of data
(check each thai applies): | eoliection/generation |
{check each thar applies): |
. State Miedicaid T Weekly - F 100% Review
Agency
. Operating Agency | 7 Monthly " Less thao 100%
Review
7" Sub-State Entity Wt Cuarterly " Representative
Sample
Confidence
merval =
of: Other ¢ Annually . Stratified
Specify: Describe
Confracted Entity Group:
mcluding MCOs
" Countinuously apd T Odher
Ongoing SpeCity: e
Other
Specify

Data Aggregation and Apalysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | amalysis(check each that applies):
that applies).

w Staite Medicaid Agency " Weekly

. Operating Agency . Monthly

" Sub-State Entity . Quarterly

7 Other 7 Anmualiy

" Continuously and Ongoing

" Other
Specify:
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b. Sub-ussurance: The siete provides evidence that rates remain consisient with the approved raie
methodology throughout the five year waiver cycle.

Performance Measures

For each performance measure the State will use 1o assess compliance with the siatutory assurance (or
sub-assurance), complete the jollowing. Where possible. include numeraior/denominator.

For each performance measure,_provide information on the acoregated daia that will enable the Siate
Lo analvze and assess progress toward the performance measure. In this section provide information
an the method by which cach sowrce of dato is analvzed siatisticollv/deductively or inductively, how
themes are identified or conclusions drawn, and how recommendations are formulaied where
appropriaie,

Performance Measure:

FA-bl: The IME will measure the number and percent of claims that are
reimbursed according te the lowa Administrative Code approved rate
methodology for waiver services providged. Numerator = % of reviewed claims paid

using IME-approved rate methodologies; Denominator =# of reviewed paid
claims.

TDrata Source (Select one):

Financial records (including expenditures)

If 'Other’ is selected, specify:

The DW Unit query pulls paid claims data for all seven of the HCBS waivers.

Responsible Party for | Frequency of data Sampling Approach
data coliection/generation {check each that applies):
collection/generation (check each that applies):
{check each that applies):
7" State Medicaid T Weekly »f. 100% Review
Agency
" Operating Agency | i Monthiy . Less than 306%
Review
" Sub-State Entity . Quarterly - Representative
Sample
Cenfidence
Interval =

7 Other — Aupually . Stratified
Specify: _ Describe
Contracted Entity Growp:
7 Continuously and " Other
Ongoing Specify:
" Other

Spemﬁ
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Data Aggregatior and Analysis:

Responsibie Party for data Freguency of data aggregation and
ageregation and analysis (check each | analysisicheck each that applies).
that applies):

o btate Medicaid Agency T Weekly

" Operating Agency 1 77 Monthly

T Sub-State Entity + Quarterly

" Other . Aunually
Specify

" Centinuously and Ongoing

T Other
Specify:

Performance Measure:

FA-b2: The IME will measure the number of capitation payments to the MCOs
that are made in accordance with the CMS approved actrarially sound race
methodology. Numerator: # of Capitation payments made to the MCOs at the
approved rates throwgh the CMS certified MMIS. Dlenominaior: # of capitation
payments made through the CMS certified MMIS,

Drata Source (Select one):
Financial records (incinding expenditures)
If "Other' is selected, specify:

MMIS
Responsible Party for | Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check eqch that applies):
{check each that applies).
7 State Medicaid . Weekly W 100% Review
Agency
" Operating Agency | . Monthly - Less than 100%
Review
" Sub-State Entity i Quarterly . Representative
Sampile
Confidence
Interval =
«f Other ™ Apnually T Stratified
Specify: Describe
contracted entity Group:
" Other
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" Continuousty and Specify: |

Cngeing

“ Other
Specify.

Data Asgregation and Analysis:

Responsible Party for data Frequency of data aggrecation and
aggregation and analysis (check each |amalvsis(check each that applies):
that applies):

W State Medicaid Agency T Weekly

. Operating Agency " Monthly

A:“ Sub-State Entity ;ﬂ Quarteriy

. Other _ ¢ Anpualiy

Specify

7" Continuously and Ongoing

- Other
Specify:

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by
the State to discover/identify problems/issues within the waiver program, including frequency and parties
responsible.

The Program Integrity unit samples provider claims each quarter for quality. These claims are cross-walked
with service documentation io determine the percentage of error associated with coding and
documentation. This data is reported on a guarterly basis.

MCO claims data is compared to the contractual obligations for MCO timeliness of clean claim
payments. Data is provided to the HCBS statf as well as 1o the Bureau of Managed Care.

h. Methods for Remediation/Fixing Individual Problems
i. Describe the State’s method for addressing individual problems as they are discovered. Include information

regarding responsible parties and GENERAL methods for problem correction. In addition, provide
mformation on the methods used by the State to document these iterns.
When the Program Integrity unit discovers situations where providers are missing documentation to support
billing or coded incorrectly, monies are recouped and technical assistance is given fc prevent future
occurrence. When the lack of supporting documentation and incorrect coding appears to be pervasive, the
Program Integrity Unit may review additional claims, suspend the provider payments; require screening of ali
claims, referral to MFCU, or provider suspension.

The data gathered from this process is stored in the Program Integrity iracking system and reporied io the
state on a quarterly basis.
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If during the review of capitation payments the IME determines that a capitation was made 1o error, that
claim is adjusied to create a correcied payment.

ii. Remediation Data Aggregation
Remediation-relaied Data Aggregation and Analysis {including trend identification)

Responsible Party(check each that applies): Freq“gnC?;ig;f;jfizgzg}?ﬁ;;d anaiysis
o State Medicaid Agency " Weekly
7 Operating Agency "~ Monthly
. Sub-Staie Entity ‘ W Quarterly
. Other " Annually
=Spf:cifj»f:

i

i

. Continuoesly and Ongoing

o Other
Specify:

c. Timelines
When the State does not have ali elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Financial Accountability that are cisrently non-
operational.
& No
" Yes
Please provide a detailed strategy for assuring Financial Accouniability, the specific timeline for implementing
identified strategies, and the parties responsible for its operation.

Appendix H: Quality Improvement Strategy (1 of 2)

Under §1915(c) of the Social Security Act and 42 CFR §441.302, the approval of an HCBS waiver requires that CMS
determine that the State has made satisfactory assurances concerning the proiection of participant health and welfare,
financial accountability and other elements of waiver operations. Renewal of an existing waiver is contingent upon review by
CMS and 2 finding by CMS that the assurances have been met. By completing the HCBS waiver application, the State
specifies how it has designed the waiver's critical processes, structures and operational features in order to meet these
assuUrances.

= Quality Improvement is a critical operational feature that an organization ernploys to continually determine whether it
operates in accordance with the approved design of its program, meets statutory and regulatory assurances and
requirements, achieves desired outcomes, and identifies opportunities for improvement.

CMS recognizes that a state’s waiver Quality Improvement Strategy may vary depending on the nature of the waiver target
population, the services offered, and the waiver’s relationship to other public programs, and will extend beyond regulatory
requirements. However, for the purpose of this application, the State is expected to have, at the minimum, systems in place fo
measure and improve its own performance in meeting six specific waiver assurances and requirements.

It may be more efficient and effective for a Quality limprovement Strategy to span multiple waivers and other long-term care
services. CMS recognizes the value of this approach and will ask the state to identify other waiver programs and long-term
care services that are addressed in the Quality Improvement Strategy.
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Quality Imprevement Strategy: Minimum Components

The Quatity Improvement Strategy that will be in effect during the period of the approved waiver 1s described throughout the
waiver in the appendices corresponding to the statutory assurances and sub-assurances. Other docurnents cited must be
available to CMS upon request through the Medicaid agency or the operating agency (if appropriate).

In the QIS discovery and remediation sections throughout the application (located in Appendices A, B, C, D, G, and ) , a
state spells out:

¥ The evidence based discovery activities that will be conducted for each of the six major walver assurances;
e The remediation activities followed 10 comrect individual problems identified in the implementation of each of the
assurances;

In Appendix E of the application, a State describes (1) the svstem improvement activities followed in response to aggregated,
analyzed discovery and remediation information collected on each of the assurances; (2} the correspondent
roles/responsibilities of those conducting assessing and prioritizing Improving system coirections and improvements; and (3)
the processes the state will foliow to continuously assess the effectiveness of the OIS and revise it as necessary and
appropriate.

If the State's Quality Improvement Strategy is not fully developed ar the time the waiver application is submitted, the state
may provide a work plan to fully deveiop its Quality Improvement Strategy. including the specific tasks the State plans to
undertake during the peniod the warver is in effect, the major milestones associaied with these tasks, and the entity (or
entities) responsible for the completion of these tasks.

When the Quality Improvement Strategy spans more than one waiver and/or other types of long-term care services under the
Medicaid State plan, specify the control numbers for the other waiver programs and/or identify the other long-term services
that are addressed in the Quality Improvement Strategy. In instances when the QIS spans more than one waiver, the State
must be able fo stratify information that is related to each approved waiver program. Unless the State has requested and
received approval from CMS for the consolidation of multiple waivers for the purpose of reporting, then the State must
stratify information that is related to each approved waiver program. i.e., employ a representative sample for each waiver.

Appendix H: Quality Improvement Strategy (2 of )

H-1: Systems Improvement

a. System Improvements

i. Describe the process{es) for trending, prioritizing, and implementing system improvements {i.e., design
changes) prompted as a result of an analysis of discovery and remediation information.

The TME is the single staie agency that retains administrative authority of Towa’s HCBS Waivers, lowa
remains highly committed to continually improve the guality of services for all waiver programs. The IME
discovered over the course of submitting previous 1915(c) waiver evidence packages that previously
developed performance measures were not adequately capturing the activities of the IME. For this reason,
state staff developed new performance measures to better capture the guality processes that are already
ocaurring or being developed. The QIS developed by lowa siratifies all 1915(c) waivers:

[A.0213, HCBS AIDS/HIV

1A.0242 HCBS Intellectual Disability
[A.0299, HCBS Brain Injury

A (345, HCBS Physical Disability
1A.0819, HCBS Children's Mental Health
1A 4111, HCBS Health and Disability
[A.4155, HCBS Elderly

DHS also provides §1915(3) services and strives to maintain consistency in QIS between these and the State’s
§1915(c) watvers.

Based on contract oversight and performance measure implementation, the IME holds weekly policy staff
and long term care coordination meetings to discuss areas of noted conicern for assessment and
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prioritization. This can include discussion of remediation activities at an individual level, programmatic
changes, and operational changes that may need to be initiated and assigned {o State or coniract stafl.

Contracts are monitored and improvements are made through other inter-unit meestings designed to promote
programmatic and operational transparency while engaging in continued collaboration and

improvement. Further, a qualify assurance group gathers ot a monthly basis to discuss focus areas, ensuring
that timelv remediation and coniract performance is occurring at a satisfactory level. ISIS will only be
uiitized for fee-for-service members.

All contracted MCQs are accountable for improving quality outcomes and developing a Quality
Management/Quality Improvement (QM/QI) program that incorporates ongoing review of all major service
delivery areas, The QM/QI program must have objectives that are measurable. realistic and supported by
consensus among the MCOs™ medical and quality improvernent staflf. Through the QM/QI program, the
MCOs must have ongoing comprehensive guality assessment and performance improvement activities aimed
at improving the delivery of healthcare services to members. As a key component of its QM/QI program, the
MCOs must develop incentive programs for both providers and members, with the ultimate goal of
improving member health outcomes. Finally, MCOs must meet the requirements of 42 CFR 438 Subpart E
and the standards of the credentialing body by which the MCO 1s credentialed in development of its QM/Q!
program. The State retains final authority to approve the MCOs® QM/Q! program. The State has developed &
drafi-reporting manual for the MCOs to utilize for many of the managed care contract reporting
reguirements, including FJICBS performance measures. The managed care contract also allows for the State
1o request additional regular and ad hoc reports.

lowa acknowledges that improvements are necessary to capture data at 2 more refined level, specifically
individual remediation. While each contracting unit utilizes their own electronic tracking system or OnBase
(workflow management}, further improvements must be made 1o ensure that there are not preventable gaps
collecting individual remediation. The State acknowledges that this is an important component of the
svstern; however the terrain where intent meets the state budget can be difficult to manage.

The IME supports infrastructure development that ensures choice is provided to all Medicaid members
seeking services and that these services are allocated at the most appropriate level possible. This will
increase efficiency as less time is spent on service/funding allocation and more time is spent on care
coordination and improvement. A comprehensive system of information and referrals ensures that all
individuals are allowed fully informed choices prior to facility placement.

A comprehensive system of information and referrals shall also be developed such that all individuals are
aliowed fully informed choices prior to facility placement. Many program integritv and ACA initiatives will
assist in system improvements. These include improvements to provider screening at enroliment, tighter
sanction rules, and more emphasis on sustaining quality practices.

ii. System Improvement Activifies

Freguency of Monitoring and Anralysis(check each

Respaonsible Party(check each that applies):

that applies).

i Weekly

7 Operating Agency

« Monthly

" Sub-State Entity

W Quarterly

Contracied Entity (Including MCOs)

T Quality Improvement Commitiee i Annually
. Oth i Other
o e.r Specify:
Specify: £

b. System Design Changes

hitps://wms-mmdl.cms.gov/WMS/faces/protected/3 5/print/PrintSelector.jsp

4/12/2018



(Quality lmprovement: Waiver Draft LA.006.06.00 - Aug 01, 2018 Page 42 of 43

i. Describe the process for monitoring and analvzing the effectiveness of system design changes. Include 2
descripiion of the various roles and responsibilities involved in the processes for monitoring & assessing
system design changes. If applicable, include the State's targeted standards for systems improvement.

The IME has hired a Quality Assurance Manager to oversee the data compilation and remediation activities
associated with the revised performance measures. The QA Manager and State policy staff address oversight
of design changes and the subsequent monitoring and analysts during the weekly policy and monthly quality
assurance meetings, Prior to dramatic system: design changes, the State will seek the input of stakeholders
and fest/pilot changes that are suggested and developed. Informational letters are sent out te all relevant
parties prior to implementation with contact information of key staff involved. This workflow is documented
in logs and in informational letters found within the DHS computer server for future reference. Stakeholder
mvolvement and informational letters are requesied or sent out on & weekly/monthiy/ongoing basis as policy
engages in the continuous qualify improvement cycle.

Unit managers, policy staff and the QA committes contitue to meet on a regular basts (weekly or monthly) to
monitor performance and work plan activities. The IME Management and QA committees include
representatives from the contracted units within the IME as well as State staff. These meetings serve to
present and analyze data to determine patierns, trends, concerns, and issues in service defivery of Medicaid
services, including by not limited to waiver services. Based on these analyses, recommendations for changes
in policy are made to the IME policy staff and bureau chiefs. This information is also used ic provide
training, technical assistance, cotrective action, and other activities. The unit managers and committess
meonitor raining and technical assistance activities to assure consistent implementation statewide. Meeting
minutes/work plans track data analysis, recommendations, and prioritizations to map the continuous
evaluation and improvement of the system. IME analyzes general system performance through the
management of contract performance benchimarks, ISIS reports, and Medicaid Value Management reports
and then works with contractors, providers and other agencies regarding specific issues. The QA committee
directs workgroups on specific activities of quality improvement and other workgroups are activated as
needed.

In addition to developing QM/QI programs that include regular, ongoing assessment of services provided to
Medicaid beneficiaries, MCOs must maintain 2 QM/Q] Committee that includes medical, behavioral health,
and long-term care staff, and network providers. This committee is responsible for analyzing and evaluating
the result of QM/QI activities, recornmending policy decisions, ensuring that providers are involved in the
QM/QI program, instituting needed action, and ensuring appropriate follow-up. This committee is also
responsible for reviewing and approving the MCOs” QM/QI program description, annual evaluation, and
associated work plan prior to submission to DHS.

it. Describe the process to periodically evaluate, as appropriate, the Quality lmprovement Strategy.

The IME reviews the overall QIS no lsss than annually. Strategies are continually adapted io establish and
sustain better performance through improvements m skills, processes, and products. Evaluating and
sustaining progress toward system goals is an ongoing, creative process that has to involve all stakeholders in
the system. Improvement requires strucfures, processes, and a culture that encourage input from members at
all levels within the system, sophisticated and thoughtful use of data, open discussions among people with a
variety of perspectives, reasonable risk-taking, and a commitment to continuous learning. The QIS is ofien
revisited more often due to the dynamic nature of Medicaid policies and regulations, as well as the changing
climate of the member and provider communities.

In accordance with 42 CFR 438 Subpart E, the State will maintain a written strategy for assessing and
improving the quality of services offered by MCOs including, but not limited to. an external independent
review of the quality of, timeliness of, and access to services provided to Medicaid beneficiaries, MCOs must
comply with the standards established by the State and must provide all information and reporting necessary
for the State to carry out its obligations for the State quality strategy. MCOs are confractually required to
ensure that the results of each external independent review are available o participating heaith care
providers, members, and potential members of the organization, except that the results may not be made
available in a manner that discloses the identity of any individual patient. Further, MCOs must establish
stakeholder advisory boards that advise and provide input into: {a) service delivery; (b} quality of care; (c)
member rights and responsibilifies; {d) resolution of grievances and appeals; (2) operational issues; (f)
program monitoring and evaluation; (g) member and provider education; and (h) priority issues identified by
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members. In accordance with 42 CFR 438 Subpart E, the State will regularty monitor and evaluaie the
MCOs™ compliance with the standards established in the State’s quality strategy and the MCOs” QM/QI
program. The State is in the process of developing specific processes and timelines to report results to
agencies, waiver providers, participants, families. other inferested parties and the public, This will include
strategies such as leveraging the Medical Assistance Advisory Councit (MAAC).

The HCBS Quality Assurance Unit (QAU} completes review of HCBS enrolied providers on a three-five
vear cyele. During the onsite review HCBS ensures personne! are trained iin:

-Abuse reporting

-Incident reporting

-Have current mandatory reporter training

- Individual member support needs

~Rights restrictions

-Provision of member medication

In addition HCBS QAU reviews the centralized incident report file, appeals and grievances, and any
allegations of abuse. During the review of service documentation any incident identified in narrative which
falls under the Incident description in 77.25(3), is required to have an incident report filed. The agencies
tracking and trending of incident reports is also reviewed during the onsite review. Any areas the agency may
be out of compliance in results in the reguirement of a corrective action plan. HCBS

gives the provider 3¢ days to submit a time limited corrective action plan which will remediate the
deficiency. 45 days afier the corrective action plan has been accepted HCBS follows up and requires the
agency to submit evidence that the corrective action plan was put into place.

https//wms-mmdl.ecms.gov/WMS/faces/protected/3 5/print/PrintSelector.jsp 4/12/2018



